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Veins 
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INTRODUCTION 


HE year 1933 witnessed many contributions 

to the literature in the field of vascular dis- 

turbances of the extremities. The outstand- 
ing trends during that time were probably the 
following: 

1. The application of alternate suction and 
pressure as a method of treatment to increase the 
distal blood flow in the occlusive group of con- 
ditions. 

2. Study of the relationship between the type 
of metabolism and the development of arterial 
degenerative lesions in diabetes. 

3. A more general appreciation of the signifi- 
cance of vasoconstriction even in the organic 
group of vascular diseases. 

4. Among diagnostic methods: (a) more general 
use of “thorotrast” for arteriography in spite of 
our lack of assurance as yet that the radio- 
activity in the dosage used will not eventually 
prove deleterious, and (b) correlation of certain 
types of pathological lesions in the arteries with 
the clinical findings by the use of oscillometry. 


ANATOMY, PHYSIOLOGY, AND PATHOLOGICAL 
PHYSIOLOGY 


A variety of methods of study have yielded 
further evidence of the segmental distribution of 
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vasoconstrictor nerve fibers to the vessels from 
the peripheral nerves. Sheehan (12) studied very 
carefully the distribution of visible sympathetic 
fibers to the blood vessels of the upper limb. The 
most striking features of the cervicodorsal sym- 
pathetic system are the great complexity and 
variability of its components. Sheehan therefore 
feels that ramisection is an uncertain method for 
complete denervation of the sympathetic supply 
to the upper extremity. Ranson (11), after out- 
lining the general arrangement, called attention 
to the histological study of Burns who found more 
than 8,ooo unmyelinated sympathetic fibers in 
the femoral nerve alone. After reaching the 
arteries these fibers run short distances in the 
nerve plexus of the adventitia before they join the 
terminal plexuses in the media of the vessels. 

Telford and Stopford (13) agree with the con- 
clusion drawn by Woollard and Phillips in 1932 
that the blood vessels of an area of skin receive 
their vasoconstrictor supply from the peripheral 
nerves which provide the same skin areas with 
sensory fibers, but they do not believe that the 
evidence is conclusive that such a simple arrange- 
ment of distribution applies to larger arteries 
such as the volar arch vessels in the palm. 

Moore, Williams, and Singleton (10) compared 
the effects of various operative procedures on the 
appearance of the artery in the extremities of 
animals after roentgenographic visualization of 
the latter by the injection of sodium iodide into 
the aorta. They observed no marked effect 
following periarterial sympathectomy, but noted 
definite dilatation of the peripheral vessels after 
sympathetic ganglionectomy and after section of 
certain peripheral nerves. 

Landis and Gibbon (6) reported an interesting 
study of the vasodilator response in the feet to 
immersion of the hands in warm water. They 
found the usual response to be a vasodilatation as 
complete as that following the methods previously 
in common clinical use to overcome sympathetic 
vasoconstriction, namely, the intravenous injec- 
tion of foreign proteins, the induction of spinal 
anesthesia, and peripheral nerve block. Also in 
patients with arterial disease this reaction to 
warming of the blood usually corresponded to 
that produced by the previously mentioned tests 
although there were occasional interesting excep- 
tions. Landis and Gibbon recommend the use of 
this physiological response as a clinical test. 

One of the most interesting reports of the year 
was the clear-cut demonstration by Maddock and 
Coller (7) of a peripheral vasoconstriction asso- 
ciated with the smoking of tobacco both in normal 
individuals and persons afflicted with thrombo- 


angiitis obliterans. In normal individuals the 
same type of response occurred following the in- 
travenous injection of nicotine. Both with smok- 
ing and the intravenous injection of nicotine, the 
vasoconstrictor effect in the extremity was of 
longer duration than the effect on the pulse rate 
or the blood pressure. 

Craig, Horton, and Sheard (3) verified the 
previously reported observation that general 
anesthesia causes maximum relaxation of vaso- 
constrictor tonus both in normal individuals and 
in persons with arterial disease. Severance of the 
sympathetic nerve supply to the extremity in 
Raynaud’s disease and thrombo-angiitis oblit- 
erans did not cause any additional vasodilatation. 
Craig, Horton, and Sheard advise the use of 
general anesthesia in clinical cases as a check on 
the value of a proposed sympathectomy. 

Iwanow (5) reported a successful method for 
injecting the lymphatic vessels in the walls of 
blood vessels. 

DIAGNOSIS 

General. Kramer (15) discussed the methods 
of investigating the circulation in the lower ex- 
tremities, emphasizing the importance of the 
history and a thorough physical examination. 
He believes that careful examination is not suffi- 
cient for a satisfactory conclusion regarding the 
condition of the circulation and should be supple- 
mented by laboratory methods. He discussed the 
use of oscillometry, sphygmotonography, the 
intradermal injection of histamin or saline solu- 
tion, calorimetry, skin-temperature studies after 
nerve block, roentgen-ray examination, and ar- 
teriography, and reported a study in which 
oscillometry, the intradermal injection of his- 
tamin, and X-ray examinations were used. One 
basis of his opinion that physical examination is 
insufficient for determining the status of the cir- 
culation is the fact that among his diabetic 
patients there were some with gangrene who had 
a good dorsalis pedis pulse. It is well known that 
diabetics develop gangrene as a result of infection 
in the presence of a normal peripheral circulation. 

Pickering (17) also discussed the methods of 
diagnosis particularly helpful in the study of vas- 
cular disease. He emphasized especially the value of 
the re-activating hyperthermia test which he thinks 
is likely to supplant all diagnostic tests depending 
upon the simple release of vasomotor tone. In 
this connection attention should be called to the 
danger of applying a tourniquet about the extrem- 
ity of a patient whose peripheral arteries are 
already seriously diseased. 

Morrison (16) studied the dorsalis pedis and 
posterior tibial pulses in 1,000 individuals without 











vas 
pul: 
abs 


me! 
ic ¢ 
dig 


cul 
era 


for 
tha 
the 
tai 
Pa 
of 
ap] 


rat 


the 
wil 
vas 
cul 


to 
cul 
to 


of | 


an 
int 
rat 


rat 
fac 
chi 
in\ 
of 

inj 
(sk 
tra 


an 
no 
of 
fill 
est 
the 
inj 











SCOTT AND PEARSE: VASCULAR DISTURBANCES 


vascular disease. He found the posterior tibial 
pulse absent in 128 and the dorsalis pedis pulse 
absent in 89. 

Scupham and Johnson (18) have perfected a 
method of visually recording the plethysmograph- 
ic changes in the lower extremity or the various 
digits separately. They describe it as a plethys- 
mometric method of studying changes in the cir- 
culation which can be used with any of the gen- 
erally accepted methods of influencing the vaso- 
motor tone. 

Oscillometry. Friedlander (20) feels that the 
form of the oscillogram is of greater importance 
than either the height of the oscillometric curve or 
the mean blood pressure. His curves were ob- 
tained from charting the readings with a modified 
Pachon apparatus. This is open to the criticism 
of individual interpretation which would not be 
applicable to the use of the recording oscillometer. 
The shape of the curves appear sufficiently accu- 
rate for definition of the different types. 

It is found that the normal oscillogram shows 
the maximal phase between 100 and 80 mm. Hg 
with a height of curve of from 5 to 8 units. In 
vascular sclerosis the range is narrower and the 
curve lower. In essential hypertension the maxi- 
mum phase occurs at higher pressure (from 220 
to 200 mm. Hg). Medial sclerosis shows a wide 
curve beginning at a high pressure and extending 
to the lower range. 

Lian (21) also gave examples of various types 
of oscillograms. 

Blavier (19) made a study of the oscillogram in 
an attempt to explain the physical factors entering 
into its composition. A special laboratory appa- 
tatus was used. He believes that the curve shows 
waves of 3 orders: (1) those due to periodic respi- 
ratory motions, (2) those due to direct rhythmical 
factors of inspiration and expiration, and (3) 
changes in amplitude of cardiac origin which vary 
inversely with the frequency of the heart. 

Arteriography. Roentgenographic visualization 
of the arteries or veins is rendered possible by the 
injection of an opaque substance, either methiodal 
—" abrodil) or thorium dioxide (thoro- 
trast). 

Patey, Tatham, and Nicholas (26), Pomeranz 
and Tunick (27), and Ravina, Sicard, and Cotte- 
not (28) have used methiodal for the study of 
varicose veins. They emphasize the importance 
of stagnation in varicose pouches which remain 
filled with the solution for long periods. Of inter- 
est is the fact that in some instances the injection 
fluid fills the deep veins as completely as it fills 
the varicosities. It is believed that during the 
injection treatment of varicose veins the sclerosing 
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solution frequently reaches the deep veins in a 
strong concentration, but thrombosis in these 
veins is prevented by the rapid flow of blood in 
the deep system. 

Milch and Kling (25) used skiodan, and Yater 
and White (29) used thorotrast to define aneu- 
risms. This was of value in determining adequate 
treatment for the lesions. 

De Heredia (22) used thorotrast to localize 
brain tumors. This is an insufficiently investi- 
gated procedure, the safety of which has not been 
established. 

Demel and Sgalitzer (23) are of the opinion that 
the intra-arterial injection of uroselectan or ski- 
odan has a beneficial therapeutic effect. This is 
contrary to general experience. 

Leriche, Fontaine, and Frieh (24) used thoro- 
trast by the method of Dos Santos. They believe 
that arteriography gives information of value 
regarding the amount and location of the obliter- 
ation, the condition of the artery proximal to the 
obstruction, and the extent of the collateral cir- 
culation. 

It should be kept in mind by those using soluble 
substances such as skiodan that the injection 
causes pain and therefore requires the use of an 
anesthetic. The injection of thorotrast is pain- 
less, but thorotrast is a particulate, slightly radio- 
active substance which is taken up by the reticulo- 
endothelial system and large doses may cause 
serious radio-active effects years after the injec- 
tion. 

CLINICAL ASPECTS 

General. Several good articles on the general 
clinical aspects of disturbances of the peripheral 
circulation appeared during the year 1933. Reid 
(34) presented an excellent discussion of the sig- 
nificance of circulatory changes in the practice of 
medicine and surgery and re-emphasized the fun- 
damental importance of such factors as position, 
exercise, and protection from trauma. Allen (30) 
outlined the diagnostic differentiation of the vari- 
ous common diseases and discussed the various 
principles of treatment. He described in detail] 
his modification of the vascular exercises which 
are such an important part of the conservative 
treatment of all organic diseases of the lower 
extremities. Graham (32), Brown (31), Weiss 
(35), and Wright (36) presented discussions of 
peripheral vascular disturbances, dealing particu- 
larly with their classification and clinical study. 

Arteriosclerosis. The most important develop- 
ment with regard to the pathology of diabetic 
arteriosclerosis is recognition of the correlation 
between the pathological arterial lesion and the 
type of metabolism [Gray and Sansum (39), 
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Gibbs, Buchner and Bloor (38), Loeper (40)]. 
There seems to be a positive correlation between 
an excessive lipoid metabolism (probably espe- 
cially that involving cholesterol) and the degener- 
ative process in the arterial wall which may de- 
velop even at an early age in persons with diabetic 
arteriosclerosis. Accordingly, attempts are being 
made to prevent the development of arterio- 
sclerosis by increasing the use of carbohydrates 
and decreasing the use of fat in the diet of 
diebetics. 

Olmsted and Olch (4), in reporting a study of 
a series of injected legs amputated for arterio- 
sclerosis, emphasized the importance, so far as 
the result is concerned, of the collateral circula- 
tion about the occluded main vessels. 

Thrombo-angiitis obliterans. A number of re- 
view articles discussing the clinical manifesta- 
tions, pathology, diagnosis, and treatment of 
thrombo-angiitis obliterans were published in 
1933. (See under heading “Treatment.”) The 
studies of the pathological physiology particu- 
larly as it concerns the reaction to warming the 
blood and to smoking have been described in a 
previous section. 

Rabinowitz (47) found what he considered a 
significant difference in the excretion of choline 
in the urine by patients with thrombo-angiitis 
obliterans whereas choline was uniformly absent 
from the urine of normal male controls. He 
stated, without presenting the evidence, that 
after much experimental work, choline and its 
derivatives were found to be easily converted into 
non-toxic compounds by activated sulphur. 
Therefore the latter (amount not given) was 
injected intravenously for two months and leci- 
thin-rich foods were excluded from the diet. 
Favorable results were thought to be obtained, 
particularly in the advanced gangrenous stages. 

Arteritis. The term “arteritis” is used for such 
diverse pathological states as endarteritis oblit- 
erans, rheumatic arteritis, productive arteritis, 
arteritis obliterans, polyarteritis nodosa, and even 
thrombo-angiitis or Buerger’s disease. For this 
reason Kramer (54) proposed the classification of 
all inflammatory processes of the arteries as: (a) 
acute arteritis, such as that occurring in acute 
infection; (b) subacute arteritis, such as that 
occurring in periarteritis nodosa, syphilis, and 
tuberculosis, and possibly also that occurring in 
rheumatic fever; and (c) chronic arteritis, includ- 
ing thrombo-angiitis obliterans, arteriosclerosis, 
and the changes associated with diabetes. 

Even with this flexible classification it is 
difficult to classify the type of progressive dissemi- 
nated obliterating arteritis described by Barker 


and Brown (50) and that described by Pfingst 
(55). However, it is probably preferable to use 
such a simple descriptive classification until the 
definite etiological agents are established. 

Even in cases of arteritis of known origin there 
may be diverse manifestations. This was well 
shown by Herrmann who reported cases of pe- 
ripheral syphilitic arteritis with angiospastic end- 
arteritis and thrombo-arteritic characteristics. 
Costa and Mariotti (51) confirmed this impression 
of peripheral arterial involvement by syphilis in a 
systematic histological study of 31 proved cases. 

Juvenile gangrene. The term “juvenile gan- 
grene”’ has been applied in the literature not only 
to gangrene in the pre-adolescent stage, but also 
to pre-senile gangrene in adults as old as fifty 
years of age. Only the truly juvenile or pre- 
adolescent type is considered here. Denecke (57) 
reported a pathologico-anatomical study of the 
etiology of juvenile gangrene. He feels that 
allergic phenomena producing marked vasospasm 
are the principal cause, but that embolism or 
metastatic infection may also play a part. Cases 
were reported by Vincenzo (59) and Seulberger 
(58). 

Raynaud’s disease. _Leriche and Fontaine 
(61) reported a follow-up study of cases of Ray- 
naud’s disease in which operation was performed 
during the last ten years. In 5, periarterial 
sympathectomy was done; in 3, ramisection com- 
bined with perarterial sympathectomy; and in 7, 
ablation of the stellate ganglion with or without 
other procedures. Leriche defended the operation 
of periarterial sympathectomy and urged that it 
be considered for the less severe cases of Ray- 
naud’s disease in spite of the opinion of American 
and English surgeons and of physiologists with 
regard to its results. He called attention to the 
fact that even ganglionectomy is followed by 
recurrence in many instances. He is inclined to 
believe it is impossible to achieve a true total 
vasoconstrictor denervation of the extremity. 
Christman (60) reported a typical case of Ray- 
naud’s disease without scleroderma which showed 
calcareous concretions in the fingers. 

Weiss and Ellis (64) reported the occurrence of 
a Raynaud type of vascular disturbance pre- 
cipitated by cold or by work in persons with 
arterial hypertension and arteriosclerosis. Physio- 
logical studies showed that the clinical manifesta- 
tions were due to a vasospastic condition of the 
small arteries, arterioles, and venules of the 
fingers. Ulnar anesthesia and the administration 
of typhoid vaccine failed to prevent or alter the 
induced attacks. While the attacks resembled 
those of Raynaud’s disease in many respects, 
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particularly the critical temperature precipitating 
them, they showed certain important differences 
including, in addition to those mentioned, the age 
at which they occurred. 

Arteriovenous aneurism. The changes in the 
cardiovascular system from arteriovenous aneu- 
rism were studied by Podkaminsky (70), Fick 
(65), Valverde (71), and Pazzagli (69). The cause 
of the rise in the blood pressure, slowing of the 
pulse, and dilatation of the heart with closure of 
the fistula was studied from the neurogenic and 
mechanical standpoints. All available evidence 
supports Holman’s theory of a mechanical cause 
from increased blood volume. Fick (65) noted 
that cutting of the vagus nerve, splanchnic nerve, 
or spinal cord or denervation of the vessels had 
no influence on the changes in the pulse and pres- 
sure with closing of the fistula. The cardiac 
hypertrophy as a work effect is explained on this 
basis. The occurrence of cardiac decompensa- 
tion as a late complication of arteriovenous 
aneurism is proved by case reports. Small con- 
genital fistulae may not cause cardiac changes. 
Decompensation is usually relieved by excision 
of the aneurism. 

Cirsoid aneurism. Kerr (73) described the 
treatment of cirsoid aneurism of the scalp. Al- 
though pulsation ceased when pressure was 
applied over the temporal arteries, it returned 
soon after ligation of these arteries. The next 
step was exposure, excision, and ligation of the 
source vessels. This was done by exposing the 
vessels down to their emergence from the cranium 
and then enclosing them with sutures. A satis- 
factory result was obtained. Other articles on this 
condition were published by Hohbach (72), 
Laskey (74) and Weskamp (75). 


TREATMENT 


Passive vascular exercise. The most interesting 
development in the field of vascular disturbances 
of the extremities during the year 1933 was the 
application of alternate suction and pressure as a 
method of treatment. Investigations along this 
line were apparently carried out simultaneously 
by two independent groups, one in the Uni- 
versity of Pennsylvania Hospital and the other in 
the Cincinnati General Hospital. 

Landis and Gibbon (77) reported first on the 
mechanical effects of alternating suction and 
pressure in a circulation schema and on the 
physiological effect upon the circulation of the 
normal human extremity, whereas Herrmann and 
Reid (76) first reported the effects of this treatment 
on a large number of patients with pathological 
conditions of the peripheral circulation. 
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There was conclusive evidence of a temporary 
increase in the blood reaching the extremity 
when vasoconstriction was eliminated. The 
negative pressure used varied from 70 to 120 mm. 
Hg and the positive pressure from 20 to 120 
mm. Hg. The pressure and suction alternated 
rhythmically. The negative pressure was main- 
tained for from fifteen to twenty-five seconds and 
the positive pressure for about five seconds, there 
being from 2 to 4 complete cycles per minute. 

Herrmann and Reid (76) stressed the danger of 
using the higher positive pressures in cases of 
arterial disease as they believe that such pressures 
definitely conduce to the development of acute 
arterial thrombosis. The phase of positive pres- 
sure is useful chiefly to empty the capillary and 
venous bed so that it can be filled again from the 
arterial side during suction. Elevation of the 
extremity is also of value for this purpose. 

Herrmann and Reid (76) reported the results 
of such treatment in 63 cases of organic oblitera- 
tive arterial disease of one or more extremities 
during thirteen months. Of 14 cases in which 
from 5 to 7 treatments were given daily for several 
weeks on account of beginning or impending 
gangrene of one or more digits, sufficient circula- 
tion to stop the progress of the gangrene was 
obtained and major amputation was avoided in 
all. Cases of pure vasospastic disturbances were 
excluded by Herrmann and Reid (76), but Landis 
and Gibbon (77, 78) reported the combination of 
alternating suction and pressure treatment with 
relaxation of vasoconstriction by immersing the 
forearms in warm water baths. 

Herrmann and Reid (76) reported that some 
beneficial effect of the treatment remains for 
from twenty-four to forty-eight hours, as shown 
by an increase in the surface temperature of the 
toes. Consequently, in the milder forms of 
obliterative arterial disease they gave treatment 
3 times a week. Such treatments should be in 
addition to accepted general measures for pro- 
moting better circulation in the extremities. 

This form of treatment by rhythmically alter- 
nating suction and pressure differs from the pre- 
vious use of suction in the treatment of vascular 
disease (Bier) chiefly in that it provides for 
rhythmic emptying of the filled capillary and 
venous spaces after the suction has drawn the 
blood down into them. In this way fresh blood 
is drawn down from 2 to 4 times per minute; the 
area is not merely congested with stagnant blood 
(See Meyer (79) regarding the use of this type of 
suction). Together, these two groups of investi- 
gators have added important information with 
regard to the physiology of the peripheral circula- 
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tion and have furnished us with a principle of 
treatment in the non-specific occlusive group of 
arterial disorders. The final value of the latter 
in our therapeutic armamentarium must be 
determined by experience. 

Sympathetic interruption. Further reports of 
the use of sympathectomy for the control of the 
vasospastic elements in thrombo-angiitis oblit- 
erans and Raynaud’s disease and of investigations 
of the effect of the procedure on animals are con- 
tinuing to appear. 

In experiments on dogs, Herrick, Essex, and 
Baldes (85) found that, on the side operated upon, 
the blood flow through the femoral artery was 
still at least twice as great as the flow on the 
normal side from eight to twelve months after 
the operation if this was investigated under local 
anesthesia. General anesthesia vitiates the 
determination, as would be expected from our 
knowledge of the peripheral vasodilating effect of 
general anesthesia. Theis (92) found a long-con- 
tinued effect of sympathectomy after ligation of the 
femoral artery in dogs. In studies on rabbits, 
Lehman (88) noted a difference which he consid- 
ered significant in the incidence of gangrene after 
arterial ligation with and without the addition of 
sympathetic ganglionectomy. However, his series 
of animals was rather small. 

Craig and Kernohan (83) found no significant 
lesions in cervicothoracic or lumbar sympathetic 
ganglia removed from 209 patients with Ray- 
naud’s disease, thrombo-angiitis obliterans, ar- 
thritis, or scleroderma as compared with 40 con- 
secutive controls removed post mortem from in- 
dividuals without evidence of vascular disease. 

In 25 cases of intermittent claudication, para- 
vertebral alcohol block of the sympathetic ganglia 
was employed by Reichert (89) for the control of 
pain with considerable benefit. Dogliotti (84) re- 
ported the use of the same procedure for angio- 
spasm of the upper extremity. In a few isolated 
cases periarterial sympathectomy was also em- 
ployed for the relief of pain. 

Arteriectomy. The effect of the excision of a 
segment of an artery is so imperfectly under- 
stood that no certain rules can be laid down for 
the use of this procedure. It is probable that the 
interruption of the vasomotor nerves on the 
vessel wall accounts for any therapeutic benefit 
that may result from the operation and that con- 
sequently the method may be considered an in- 
terruption of sensory sympathetic impulses from 
the diseased arterial segment. 

Leriche (95, 96, 97, 98, 99) is a staunch advo- 
cate of this procedure. He reasons that in occlu- 
sion of the artery there may be a persistent 


stimulation of the vasoconstrictor nerves in the 
adventitia which superimposes a peripheral vaso- 
constriction upon the effects of the occlusion. He 
believes that by arteriectomy these paths are 
interrupted with resulting vasodilation. 

Leriche and his co-workers reported favorable 
results in traumatic arteritis, obliterative arteritis, 
and Volkmann’s syndrome. 

Peripheral nerve section. Interruption of the 
peripheral nerves supplying a zone of painful 
ulceration or suppuration has been found a 
valuable therapeutic procedure in peripheral 
vascular disease. The present trend is to use the 
incisions proposed by Smithwick and White. 
Laskey and Silbert (101) proposed nerve section 
with immediate resuture as a substitute for the 
alcohol injection previously used. A more com- 
plete block is thought to be produced by this 
means. Roviralta (103) advised extirpation 
(neurectomy) of the segment of the peripheral 
nerve. All writers dealing with the operation 
advocate individualization of cases with interrup- 
tion of either the superficial peroneal, the deep 
peroneal, the posterior tibial, the sural, or the 
saphenous nerve or any combination of these 
nerves that appears indicated for the region 
involved. 

Little mention was made of trophic disturb- 
ances or of painful hyperesthesia during the stage 
of regeneration. These complications should be 
considered by those using the method. They are 
ordinarily subordinate to the advantages of the 
comfort of anesthesia and the vasodilatation re- 
sulting from peripheral nerve block in properly 
selected cases. 

Amputation. Amputation is a confession of 
failure in peripheral vascular diseases. Probably 
the greatest advance in the recent period of in- 
terest in these conditions is the reduction in the 
incidence of required amputation. However, in 
spite of all measures, this operation is still neces- 
sary as a life-saving procedure when the degree of 
circulatory impairment outstrips the develop- 
ment of collateral circulation too far or a virulent 
spreading infection gains a foothold in an extrem- 
ity with a deficient circulation. Gangrene com- 
plicating diabetes is still an extremely dangerous 
condition to treat conservatively. 

Vogel (106) brought out the interesting fact 
that in the Leipzig Surgical Clinic the mortality 
in arteriosclerotic and diabetic gangrene of the 
lower extremity from coma and sepsis is practi- 
cally the same since the use of insulin as before 
its introduction (58 per cent in 31 cases treated 
with insulin and 56 per cent in 50 earlier cases) i! 
a series of 314 cases of gangrenous extremities. 
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Smith (105) has worked out a method of ampu- 
tation through the lower leg in which subperi- 
osteal resection of the bone is done with minimal 
damage to the muscular tissues. 

Vein ligation. The most important contribu- 
tion on vein ligation in 1933 was an article by 
Wilson (108). Wilson repeated the experimental 
work of Brooks which has been the basis for all 
subsequent studies. He was unable to confirm 
the observation that, in the rabbit, vein ligation 
diminishes the incidence of gangrene after occlu- 
sion of the iliac artery. The incidence of gangrene 
was 43 per cent with and without vein ligation. 
Studies made of the effect of proximal vein liga- 
tion and of venous occlusion on the intravascular 
pressure and oxygen consumption failed to show 
the benefits presumed to be derived from vein 
ligation. 

It is probable that this work by Wilson will 
serve as a challenge to other investigators in the 
field. It should result in an interesting re-investi- 
gation of the subject. 

Miscellaneous. A great array of drugs, extracts, 
and physical agencies and miscellaneous pro- 
cedures were reported during 1933 as used in the 
treatment of one or more of the common vascular 
diseases, but the number of cases in which most of 
them were tried was too limited to permit a defi- 
nite conclusion regarding their value. Some of 
them may have merit as accessory agencies in the 
conservative treatment of these conditions. They 
included acetyl choline, magnesium sulphate, 
muscle extract, pancreas residue extract, thyroid 
extract, parathormone, carbon dioxide baths, hot 
air baths, local diathermy, physiotherapy, X-ray 
irradiation applied locally and over the lumbar 
region, suprarenalectomy, and _ parathyroidec- 
tomy. In our opinion none of these agents or 
procedures has yet established itself definitely as 
of outstanding therapeutic value. 


VEINS 


Thrombophlebitis. Thrombophlebitis, while fre- 
quently of little consequence, may be serious as 
pulmonary embolism resulting from postoperative 
thrombophlebitis accounts for about 6 per cent 
of deaths after operation. It is often associated 
with the debilitation of tuberculosis, malignant 
disease, or infection. According to Traina (130), 
the process should be divided into the septic and 
the non-bacterial in which the blood platelets are 
increased. Perry discussed its incidence in acute 
rheumatism. 

At all times the danger is due to the possibility 
that the thrombus may break free into the circu- 
lation and cause embolism. It is this possibility 


that governs the treatment. Weiss (131) and 
Mackuth (125) suggested the use of elastic com- 
pression both for prophylaxis and for treatment. 
Gajzago (124) discussed the use of roentgen 
therapy. Neuhof (127) advised surgical excision 
of the thrombosed veins. Perhaps the most 
interesting development in the treatment of 
thrombophlebitis is the use of leeches or hirudini- 
zation, which Mahorner and Ochsner (126), 
Oden (128), and Traina (130) believe diminishes 
the possibility of embolism. However, this effect 
is as yet unproved. 

Thrombophlebitis from effort. The phlebitis 
occurring after trauma, strain, or effort is impor- 
tant from the medicolegal aspect. Although 
thrombophlebitis may result from effort alone, 
infection often plays a part in its causation. 

Ross (139, 140) discussed the theories of the 
cause of phlebitis from effort, which ascribe the 
condition to injury of the intima from muscular 
strain or impingement on bone, tearing of valves, 
or tearing of confluent branches at the point of 
union with the main vein. Following this dis- 
cussion he reported several cases of spontaneous 
thrombosis in the axillary vein and other cases. 
The number of critically studied cases which have 
been reported makes it clear that thrombophle- 
bitis can occur from trauma, strain, or effort. 
Thrombophlebitis from effort is most apt to 
result in the upper extremity. Clear-cut cases 
will probably become compensable. 

Phlebitis migrans. Migratory phlebitis without 
arterial involvement is a recognized entity which 
may remain confined to the extremities, but 
occasionally attacks the viscera. Douglas-Wilson 
and Miller (142) stated that the most common 
cause is a focal infection, especially a focal infec- 
tion due to the streptococcus. Blood-stream in- 
fection may be occasionally demonstrated. The 
elimination of infection may bring relief. Walter 
(146), Hartfall and Armitage (143), Kletz (144) 
and Krieg (145) expressed substantially the same 
opinion. 
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Barret, M.: The Anatomicoclinical Forms of 
Cranial Tuberculosis (Les formes anatomocliniques 
de la tuberculose cranienne). Arch. franco-belges de 
chir., 1933-1934, XXXiv, 135. 


Following a review of the literature on cranial 
tuberculosis, the author describes four clinical types 
and reports a typical case of each. The description 
of the four types may be summarized as follows: 

1. The localized perforating type. This is en- 
countered almost exclusively in adults. It begins 
’ primarily in the diploé and presents three phases 
during its course: (a) a latent phase characterized 
by dull or lancinating pain; (b) a phase of tumor 
formation; and (c) a phase of fistula formation. The 
phases vary in length. Surgical removal of the focus 
is usually indicated. 

2. The perforating type with multiple foci. This 
is seen especially in children. Tuberculosis is gen- 
erally manifest elsewhere in the body—in the bones, 
joints, or viscera. The cranial features appear as 
multiple foci progressing as a true cold abscess with 
fistula formation causing very little pain. The prog- 
nosis is grave. As a rule death results from general- 
ized tuberculosis. 

3. The progressive infiltrating type. This type 
occurs more frequently in adults than in children. 
Large portions of the bone are involved with the 
production of an extensive tuberculous osteomyeli- 
tis. The spread is so rapid that surgical treatment is 
often unable to check the course of the lesion. Fre- 
quently the lesion begins as a cold abscess that opens 
spontaneously with fistula formation. The func- 
tional symptoms are often insidious. Even when 
enormous portions of bone are removed the progno- 
sis is usually unfavorable. 

4. The osseous type secondary to a meningeal 
lesion. In this type the meningeal lesion is primary 
and the bone lesion secondary. Such a process is 
rare. The meningeal and brain involvement domi- 
nates the clinical picture. This, rather than tuber- 
culous cachexia, is usually the cause of death. The 
condition is generally fatal. 

The author discusses the diagnosis and treatment 
in detail. Natuan A. Womack, M.D. 


Rudenko, O.: Tumors of the Bones of the Vault of 
the Cranium (Knochengeschwuelste des Schaedel- 
daches). Nov. chir. Arch., 1933, Xxix, 137. 


According to their origin, tumors of the bones 
of the vault of the cranium may be divided into two 
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groups: tumors of blastomatous origin and tumors 
of osteodystrophic -origin. The former include be- 
nign as well as malignant tumors: osteomata, osteo- 
fibromata, primary osteosarcomata. With the ex- 
ception of the osteomata, they are extremely rare 
and chiefly of theoretical interest. Even osteomata 
of the cranial vault are uncommon. In the entire 
literature the author was able to find records of 
only twenty cases. To these he adds seven cases 
which came under his own observation. Osteomata of 
the cranial vault occur more frequently in females 
than in males, and most commonly on the fore- 
head, the temporal or the parietal bone. In the 
author’s cases they developed on the left side of 
the head. 

The osteoma consists of bone-forming tissue and 
shows a compact structure (osteoma eburneum or 
durum) or a porous spongy structure (osteoma 
spongiosum). It occurs either in the interior of the 
bone (central osteoma) or on its surface (peripheral 
or periosteal osteoma). 

All of the tumors in the author’s cases were of the 
latter type and on microscopic examination showed 
the structure of ordinary spongy bone substance 
but slightly denser than that of the metaphysis. 
As the neoplasm arises from the diploé, Rudenko 
suggests that it be called “osteoma spongiosa di- 
ploica.” 

Osteomata of the vault of the skull usually run 
a chronic course. The clinical symptoms produced 
by them are those of a tumor growing into the 
cranial cavity, taking up space within the skull, 
and compressing the nerve and vascular trunks by 
narrowing their exits from the base of the skull. 
The neoplasms may reach a very large size which 
renders them inoperable. In reported cases in which 
there were no symptoms of cerebral pressure the 
tumors were probably peripheral cortical osteomata. 
The roentgen findings are very characteristic, show- 
ing an intensive homogeneous shadow without any 
visible structure which gradually merges into that 
of the unchanged bony tissue. The borders of the 
osteoma are difficult to distinguish even on section 
of the bone. 

The treatment indicated is radical removal of the 
tumor. If this is no longer possible, a decompressive 
trephination on the opposite side is necessary. Of 
the author’s seven cases—five, those of women— 
a radical operation was done in two. One of the 
patients operated upon radically was found well 
seven years later. In two cases the tumor could be 
removed only partially. In one of these a massive 
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hemorrhage occurred during the operation and the 
patient died two days later of cardiac insufficiency. 
The other patient remained well for fourteen years. 
In one case the condition was incurable. The result 
in two cases is unknown. 

Tumors of the cranial vault of an osteodystrophic 
nature include the osteitis deformans of Paget and 
the osteitis fibrosa of von Recklinghausen. Those 
of the first type are a clinical rarity. The only case 
on record was reported by Kazakov. The number of 
cases of tumor of the osteitis fibrosa type reported to 
date is twenty-five. To these the author adds two. 
The clinical manifestations of the osteoma fibrosa are 
a tumor of the bones of the cranium and a general 
and localized gradually increasing headache fol- 
lowed later by visual disturbances, choked disk, 
narrowing of the palpebral fissue, and protrusion 
of the eyeballs. A typical roentgen finding which 
is very important in the differential diagnosis is 
an irregular shadow with darker portions due to 
osteosclerosis and lighter portions due to osteo- 
porosis. The treatment indicated is radical opera- 
tive removal of the tumor. 

The suggestion made in the literature that osteitis 
fibrosa and osteitis deformans may be identical is 
rejected by the author for the following reasons: 

1. Osteitis fibrosa occurs in young persons, where- 
as osteitis deformans is found in adults and persons 
of advanced age. 

2. The former produces a_ well-circumscribed, 
local tumor formation, whereas the latter causes a 
uniform thickening of the entire cranial vault. 
Moreover, it can hardly be assumed that the in- 
dividual nodes of osteitis fibrosa could lead to a 
general uniform thickening of the cranial vault in 
the course of years. 

3. In osteitis deformans the bone grows in an 
outward direction and there are usually no brain 
symptoms, whereas in osteitis fibrosa the contrary 
is true. 

4. The two tumors present a different histological 
picture. 

In the author’s cases operation was performed 
successfully. One patient was found to be in good 
health after three years. G. Atrrov (Z). 


Strémberg, N.: Fracture with Luxation of the 
Collum Mandibulz and Its Surgical Treat- 
ment. Acta chirurg. Scand., 1934, xxiv, 379. 


Strémberg says that fractures of the collum and 
capitulum mandibule are undoubtedly much more 
common than has been believed heretofore. 

Luxation fractures are of special interest from the 
surgical point of view. These lesions are typical 
and nearly always require surgical treatment for a 
satisfactory result. 

At the General Hospital and Sahlgren Hospital, 
Gothenburg, five cases of luxation fracture were 
under treatment in the course of the past year. 
In one of them the fracture was bilateral. In four 
there was a definite change in the bite. In the latter 
the treatment consisted of extirpation of the articu- 
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lated head. For this operation an incision behind 
the ear is best as when such an incision is used a 
good view of the operative area is obtained, lesions 
of the facial nerve are avoided, and the scar is 
cosmetically satisfactory. 

In three of the cases reviewed the jaws were fixed 
after the operation by an intramaxillary connection. 
In one case a normal position between the teeth of 
the upper and lower jaws was obtained without 
such fixation. In all of the cases the after-examina- 
tion proved the result to be satisfactory. In the 
case in which there was no change in the bite, opera- 
tion was not considered indicated. 

When there is a change in the bite, operation 
should be undertaken as soon as the patient’s con- 
dition permits for if the jaw is allowed to remain 
for long in a position in which coaptation of the 
teeth is inexact, reduction and retention are rendered 
more difficult by muscular contraction and the ac- 
cumulation of callus, the course of recovery is pro- 
longed, and the ultimate result is more uncertain. 


EYE 


Huber, E., and Picena, J. P.: A Contribution to the 
Study of Intra-Ocular Ossifications (Contri- 
bucién al estudio de las osificaciones endo-oculares). 
Rev. méd. d. Rosario, 1934, xxiv, 297. 

Although there is considerable literature on intra- 
ocular ossifications, there is no report of a systematic 
pathological study of the condition and in textbooks 
of ophthalmology and pathology such ossifications 
are either not mentioned or are treated summarily. 
There is general agreement as to their main patho- 
logical features, but many details remain unsolved. 

The authors report a clinical and roentgenological 
study of nine cases, including one case of ossification 
of the lens. In four of the cases a histological exami- 
nation was made. 

They conclude that bony metaplasia occurs only 
in eyes presenting profound inflammatory changes. 
The origin of the bone is always the invading vas- 
cular connective tissue, which evolves directly into 
bone without the intermediate formation of car- 
tilage. The osteoblasts arise in all probability from 
undifferentiated connective tissue cells. The myeloid 
tissue also, which in all the specimens filled the in- 
terstices of the bone, has doubtless the same origin. 
The ossification may be of the trabecular haversian, 
spongy, or osteoid type. Calcification of the con- 
nective tissue precedes bony metaplasia. In some 
of the sections examined perivascular foci of calcifi- 
cation were found. 

Bone formation usually becomes apparent from 
six to eight months after the lesion and first in the 
internal layer of the choroid. The symptoms are not 
characteristic, being those of an iridochoroiditis 
ending in atrophy of the eyeball. This process, rela- 
tively acute at the onset, initiates the metaplasia, 
which then continues slowly, the inflammation being 
re-activated by traumatism or other factors after 
long intervals of freedom from symptoms. 
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A definite diagnosis can be made by roentgen ex- 
amination although other orbital shadows may be 
confusing. Relatively soft rays should be used as 
the bone is usually of the spongy type. Better pic- 
tures are sometimes obtained by anesthetizing the 
conjunctiva and introducing a small film into the 
depth of the conjunctival sac on the temporal side. 
Roentgen diagnosis has not been used for this condi- 
tion as widely as its merits warrant. 

The clinical histories and the findings of roentgen 
and pathological examinations in the nine cases re- 
ported are given in full, and the text is supplemented 
by photomicrographs, roentgenograms, and a bibli- 
ography. M. E. Morsg, M.D. 


Cohen, M.: Orbital Lymphoma in Chronic Lym- 
phatic Leukemia: Report of a Case. Arch. 
Ophth., 1934, xi, 617. 

The author reports a case of lymphatic leukemia 
associated with a lymphatic lesion of the orbit appar- 
ently unrelated to the lid, conjunctiva, or lachrymal 
glands. 

He states that according to anatomists and oph- 
thalmologists, the orbit contains neither lymphatic 
glands nor lymphatic vessels. However, Birch- 


Hirschfeld proved the presence of orbital lymphatic 
spaces with endothelial linings in animals, and he 
and other authorities on orbital diseases believe that 
lymphatic spaces are probably present also in the 
human orbit as well as in other parts of the human 
body. It is known, moreover, that in leukemic dis- 
eases lymphocytic infiltrations appear in the choroid 


and retina where lymphatics are supposed to be 
lacking. 

Therefore it is possible that a leukemic nodule 
may originate in the orbit from lymphatic spaces 
around the adipose tissue or from perivascular lym- 
phatic spaces. 

According to Hocheim’s classification, four types 
of lymphoma may occur in the orbit. Included in 
this group is the orbital leukemic growth of the type 
occurring in the case reported by Cohen. 

Cohen believes that the inflammatory reaction ob- 
served in the orbital growth in his case was probably 
a secondary reaction in the growth itself and cannot 
be regarded as one of non-specific inflammation pro- 
ducing a granuloma or an inflammatory pseudotumor. 

The structure of the growth showed no evidence of 
malignancy, and there has been no recurrence or 
metastasis after five years. The general adenopathy 
is a part of the leukemic diseases and not metastatic. 

The occurrence of marked oedema of the lower lid 
of the left eye five months after removal of the 
growth on the opposite side, the general adenopathy, 
and the blood picture indicate a general dyscrasia. 

The fact that the pathological picture of the re- 
moved inguinal gland was similar to that of the 
orbital growth suggests a common cause, namely, 
leukemia. 

The clinical aspect of the case, especially the blood 
picture, was indicative of a persistent moderate lym- 
phocytosis, the pathological changes, and the five- 
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year duration of the disease led to the tentative 
conclusion that the orbital growth was a lymphoma 
or a leukemic growth accompanying chronic lym- 
phatic leukemia. 

A review of the literature reveals various theories 
regarding the classification of orbital lymphomatoses 
and the rarity of their occurrence. Further studies of 
the anatomy of the orbital and ocular lymphatics 
and more definite knowledge of the relation of the 
various forms of leukemia to orbital and ocular 
lesions are therefore necessary. 

° Lestre L. McCoy, M.D. 


Fuchs, A.: The Surgical Treatment for Iridocy- 
clitis. Arch. Ophth., 1934, xi, 591. 


In cases of active iritis operation should be done 
only to save the eye and should be the most sparing 
procedure possible. The two types of operation per- 
formed in these cases are those intended to combat 
hypertension and those performed for optic reasons. 

Hypertension may occur in the following types of 
cases: 

1. Acute cases in which the anterior chamber is 
deeper in the affected eye than in the other eye. In 
such cases strong instillations of atropin with pos- 
sibly intragluteal injections of milk are indicated. 
In cases of very severe acute rheumatic iritis which 
do not react to injections of milk, large doses (4 to 
5 c.cm.) of strong chiniofon, N. N. R., with casein 
injected into the gluteal muscle are beneficial. 

2. Cases of chronic iritis with a very gradual 
course and hypertension due to an annular posterior 
synechia which leads to iris bombé. In such cases 
iridectomy is usually performed early to ward off 
glaucoma. In cases of iris bombé in which there is 
hypotension, operation is contra-indicated because 
it is followed by an unfavorable reaction. Operation 
for iris bombé depends upon whether the hump- 
shaped protrusion has just started or whether it has 
progressed to the point at which the angle of the 
chamber is obliterated. Under the latter circum- 
stances the classical transfixation operation of E. 
Fuchs should be done and followed after a week or 
two by iridectomy. The author often saves the pa- 
tient two operations by first performing a partial 
transfixation and iridectomy at once. Iridectomia 
ab externo (Salzmann) may also be done. The after- 
treatment is very simple. Atropin is given with good 
results. In cases of acute primary glaucoma the 
operation usually yields excellent final results, the 
pressure being apparently regulated permanently. 
In secondary glaucoma, especially when the anterior 
chamber is very shallow or obliterated, the operation 
has special advantages as the eyeball is easily fixed, 
practically no bleeding occurs, the operative reac- 
tion is slight, and the eye recovers relatively 
quickly. 

3. Cases of increased pressure due to iritis serosa. 
In these cases cyclodialysis is inadvisable because 
the condition is caused by an overproduction of 
aqueous humor. Elliot’s trephination is the opera- 
tion of choice. The hypertension is extremely re- 
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sistant, but after a period of from six to nine months 
is usually reduced. In cases in which the other eye 
has become involved as many as eighteen or more 
operations for the relief of hypertension have been 
done to save it. When puncture failed, iridectomy 
was done, and when this failed one or more Elliot 
trephinations were performed. If the reduction of 
the pressure lasts eight or more days, the puncture 
is repeated, but if it lasts a shorter time some other 
glaucoma operation is done. 

Hypertension in scleritis due to disease of the 
ciliary body is most difficult to combat. It is usu- 
ally more malignant, does not improve after a cer- 
tain period, and often causes blindness. 

4. Cases of severe hypertension due to diabetic 
iritis. Hypertension of this type, which may develop 
several weeks or months after a successful cataract 
operation, is combated by puncture. The eye im- 
proves greatly in all respects, but recurrences occur 
until the eyes are ruined and no other operative 
procedure is of any avail. 

The optic disturbances occurring in cases of recent 
iridocyclitis are dullness of the cornea, posterior 
corneal deposits, pupillary exudates, and various 
opacities. In chronic iritis there are three optic 
disturbances, viz., changes in the pupillary mem- 
brane, complicated cataracts, and vitreous opacities. 
In general it does not matter whether optic iridec- 
tomy is performed in the region where the rim of the 
pupil is still free or where the iris is fixed to the lens. 
It should not be performed in the region of a total 
posterior synechia. A complicated cataract is often 
a problem because extraction is very difficult on 
account of a posterior synechia, fluid vitreous, and 
newly formed vessels on the iris. In cases of chronic 
iritis cataract extraction should be done only when 
the inflammation has completely subsided and there 
is no fresh exudation or infiltration. In cases with 
precipitates or slight dullness of the cornea, changes 
in the endothelium, gray nodules in the iris, hypo- 
tension, or hypertension it is definitely contra- 
indicated and the eye should be given complete rest 
for from six months to a year. Earlier operation 
may lead to destruction of the eye. 

In cases of cataract complicating chronic iritis, 
the author always performs a preliminary iridectomy 
to determine how the eye will respond to an opera- 
tion, to make the extraction easier, and to prevent 
bleeding. He believes that the extraction should be 
done, not in the capsule, but in the usual way. The 
intracapsular operation should be undertaken only 
when the cataract is greatly shrunken and the cap- 
sule is very thick. When a secondary membrane 
develops, Fuchs performs a discission with two 
needles through the cornea. He states that all 
methods of cutting a thick membrane are quite 
dangerous. Dragging on the ciliary body must be 
avoided. 

Vitreous opacities must be regarded as the most 
serious optic disturbances in chronic iridocyclitis. 
Fresh opacities should be treated conservatively 
rather than by operation. When the opacities are 
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very old and there are no other signs of inflamma- 
tion, suction of the vitreous humor by the tech- 
nique of zur Nedden may be done. 

Lestie L. McCoy, M.D. 


Safa¥, K.: Detachment of the Retina: Treatment 
with Multiple Diathermic Puncture and Its 
Results. Arch. Ophth., 1934, xi, 933. 


Safai’s development of the treatment of retinal 
detachment by diathermy dates back to animal 
experimentation carried out in 1930. It therefore 
followed Gonin’s early work with ignipuncture. The 
method is claimed to be simple and quick and to 
cause less trauma to the eye than other procedures. 
Multiple punctures of the sclera are made with 
diathermy needles in the area surrounding the tear 
to cause coagulation of the underlying choroid. 
After removal of the subretinal fluid through the 
punctures the retina comes into contact with the 
choroid which reacts to the coagulation by an ad- 
hesive choroiditis. In the formation of the chorio- 
retinal adhesions which seal the retinal tear so that 
no more vitreous humor can pass under the retina to 
lift it up from the choroid the proliferating layer of 
pigment epithelium plays an important part. Needles 
1.8 mm. long are used on electrodes of various shapes. 
In cases of peripheral tears and those in which no 
tear can be discovered a large area can be demar- 
cated and treated. 

Of forty unselected cases in which the described 
method was employed in the first year of its clinical 
use (1932), permanent re-attachment of the retina 
with good vision and restoration of the visual field 
occurred in 57.5 per cent. Of forty cases operated 
upon in 1933, complete re-attachment which per- 
sisted up to the time this report was written was 
obtained in 85 per cent. 

Early operation greatly increases the chances of 
recovery. After the operation absolute quiet is 
necessary. Both eyes should be bandaged for from 
ten to twelve days. The patient should then wear 
stenopzic spectacles and should rest in bed for two 
or three weeks. Wiitram A. Mann, Jr., M.D. 


Rand, C. W.: Glioma of the Retina: Report of a 
Case with Intracranial Extension. Arch. Ophth., 
1934, xi, 982. 


Attention is called to the newer classifications of 
gliomata of the retina, which includetumors desig- 
nated as ‘‘medullo-epitheliomata,” ‘“retinoblasto- 
mata,” and “neuroepitheliomata,” depending upon 
the origin of the neoplasms and the cells found 
therein. 

The author states that frequently because of the 
objections of the child’s parents, enucleation is 
often not done early enough. Only about 57 per 
cent of cases are ultimately cured either by enuclea- 
tion or exenteration of the orbital contents. While 
there are reports of cures following enucleation and 
radium irradiation in far-advanced cases, these are 
rare. Careful studies of the optic nerve should be 
made at the time of enucleation to determine if 
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extension has occurred along that nerve. In some 
cases in which the tumor has extended toward the 
chiasm, resection of the optic nerve is indicated. 
From the case reported, which was studied his- 
tologically, the author concludes that there are 
two stages of intracranial extension: (1) along the 
optic nerve with final rupture through the sheath, 
and (2) intracranial extension along the base of the 
brain in the subarachnoid spaces. 
Wittram A. Mann, Jr. M.D 


EAR 


Fineberg, M., and Jorstad, L. H.: Primary Car- 
cinoma of the External Auditory Canal. Ann. 
Otol., Rhinol. & Laryngol., 1934, xliii, 464. 


The authors state that early diagnosis of primary 
carcinoma of the external auditory canal is difficult. 
The condition must be differentiated particularly 
from eczema of the auditory canal, chronic suppura- 
tion of the middle ear with cholesteatoma, and sar- 
coma of the auditory canal. Kummel emphasized 
the early occurrence of facial paralysis and laby- 
rinthine involvement. Lymph-node metastasis is 
rare, but destruction is common and may extend 
deeply into the neck and completely destroy the 
parotid gland, the mandible, and the carotid artery. 
The carotid artery may be found lying free in the 
necrotic carcinomatous area and may be com- 
pletely obliterated without the occurrence of hem- 
orrhage. Death results usually from marasmus and 
rarely from brain or lung complications. Brain 
abscess and meningitis are extremely rare. Deafness 
may be an early symptom. It may be of the nerve 
or internal ear type. 

Biopsy is of great aid in the establishment of an 
early diagnosis. In the case reported by the authors 
excruciating pain was an outstanding feature. Ex- 
cruciating pain persisting for more than a week in 
cases of obscure lesions of the external auditory 
canal should suggest the possibility of malignancy. 
The anterior part of the external auditory canal is a 
common site of carcinoma. The skin layer soon be- 
comes broken through and a polypoid growth ap- 
pears with or without a discharge. The polypoid 
tissue is made up of granulations, but the base re- 
veals the nature of the lesion. Early denudation of 
the bone is an important sign. The granulations 
found early in the disease have a tendency to bleed, 
but there is little or no tendency to bleed in the ex- 
tensive destroyed area of the new growth. 

The treatment is the same as that indicated for 
carcinoma elsewhere in the body. 

ANTHONY F. Sava, M.D. 


Harwood, H. B.: Some Notes on the Ear in Relation 
to Head Injury. Wed. J. Australia, 1934, i, 621. 


The author states that the greater proportion of 
persons with persistent deafness after a head injury 
have a nerve type of deafness. A large number com- 
plain of tinnitus. Only a small percentage have sup- 
puration of the middle ear. Facial paralysis, when 





it occurs, usually tends to disappear. A large number 
of persons who have sustained a head injury suffer 
from dizziness, but of these a large proportion show 
no abnormality to the caloric and rotation tests. 
The dizziness tends to become less, but in some cases 
may persist for a long time. 

James C, BRASWELL, M.D. 


Crowe, S. J., Guild, S. R., and Polvogt, L. M.: 
Observations on the Pathology of High-Tone 
Deafness. Bull. Johns Hopkins Hosp., Balt., 
1934, liv, 315.° 

The authors state that their observations prove 
very definitely that the receptors for high tones are 
located in the basal turn of the cochlea. Three- 
fourths of the ears with impaired hearing for high 
tones had lesions of the basal turn more extensive 
and severe than were found in any of the control 

group. James C. BrasweE Lt, M.D. 


Courville, C. B., and Nielsen, J. M.: Fatal Compli- 
cations of Otitis Media, with Particular Refer- 
ence to the Intracranial Lesions in a Series of 
10,000 Autopsies. Arch. Otolaryngol., 1934, xix, 451 


In this review of the fatal intracranial complica- 
tions of otitis media and mastoiditis which were 
found in 10,000 autopsies, difficulty was encountered 
in evaluating the autopsy records, especially in dis- 
tinguishing between coincidences and consequences, 
determining the réle of associated sinus infection, 
and establishing the relationship of various intra- 
cranial lesions. 

Otitis media is often a terminal condition without 
importance in the fatal issue. The mortality is high- 
est in the first year of life. At that age, death is 
usually due to malnutrition, dehydration, bron- 
chopneumonia, or diarrhoea. Intracranial compli- 
cations are infrequent. Meningeal irritation de- 
veloping during the course of otitis media has 
sometimes been given a good prognosis on the basis 
of a low cell count in the spinal fluid, only to develop 
later as a tuberculous meningitis. 

The most frequent intracranial complications fol- 
lowing infection of the petrous pyramid are extra- 
dural abscess and meningitis. Thrombosis of the 
cavernous sinus and abscess of the temporal lobe are 
extremely rare and have not been proved to be com- 
plications of petrous pyramid infection. In some 
cases an unsuspected mastoiditis has been found. 
Erosion of the dural plate cannot be interpreted as 
indicating a temporal lobe infection even when 
symptoms of intracranial extension have occurred. 
In the cases reviewed the degree of necrosis of the 
tegmen tympani and of necrosis of the sinus plate 
varied considerably. The necrosis of the sinus plate 
was often more extensive, especially when it was 
secondary to empyema of the mastoid cavity. The 
usual bony changes were present in varying degrees, 
but in some of the cases pus was found between the 
dura and the bone in the absence of grossly visible 
changes in the bone, a possibility already well known 
to otologists. 
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SURGERY OF THE 


The authors pay special attention in their report 
to subdural abscess and dural fistula. They discuss 
the incidence and pathogenesis of thrombosis of the 
venous channels and the complications of this con- 
dition. They state that in its simpler aspects the 
formation of the thrombus is due to a contiguous in- 
fection involving the smaller vessels or the wall of 
the lateral sinus itself. A small mural thrombus may 
resolve spontaneously, develop extensively, or break 
down to form an abscess. More complex conditions 
result from retrograde extension or from the retro- 
grade flow of infectious particles resulting in the es- 
tablishment in the brain, at a considerable distance 
from the original thrombus, of infectious foci with- 
out any demonstrable connection with the original 
thrombus. Metastases from the original thrombus 
may be the result of hematogenous infection, the 
release of thrombotic particles into the blood cur- 
rent, or retrograde extension through an obstructed 
venous channel. The metastatic foci are found most 
commonly in the lungs and pleure. 

Lesions affecting the leptomeninges are recognized 
as being: (1) re-active or toxic disorders, in which 
recovery usually follows drainage of the original sup- 
purative focus, and (2) a septic process due to infec- 
tion of the subarachnoid space. An interesting lesion 
attributed to the late effects of meningeal irritation 
is chronic adhesive arachnoiditis. Chronic thicken- 
ing of the arachnoid has a variety of causes, includ- 
ing senility, syphilis, and head injuries probably 
with subarachnoid hemorrhage. In 1 of the cases 
reviewed a cyst was found in the right lateral recess. 

Nonsuppurative encephalitis of otitic origin is not 
well known pathologically. Clinically, it indicates a 
varying degree of inflammation within the brain 
secondary to an infection in the middle ear or mas- 
toid. Temporary alteration in the blood supply or 
toxic irritation may account for some of the less 
marked neurological manifestations. 

In the 10,000 autopsies reviewed, 75 cases of 
abscess of the brain were found. In 46 per cent of 
the latter the condition followed otitic infection. A 
classification of cerebral and cerebellar abscesses 
based on their morbid anatomy is suggested. 

In conclusion the authors describe a method for 
removal of the brain and outline a plan of study of 
the intracranial contents of patients dying of com- 
plications of otitis media. E. S. Pratt, M.D. 


Lurie, M. H., Davis, H., and Derbyshire, A. J.: 
The Electrical Activity of the Cochlea in Cer- 
tain Pathological Conditions. Ann. Otol., Rhinol. 
& Laryngol., 1934, xliii, 321. 

The authors state that the cochlear response 
depends upon the organ of Corti as it is absent when 
the organ of Corti is absent; it has never been found 
absent when the organ of Corti was entirely normal; 
and partial degenerations or deficiencies of the organ 
of Corti cause partial, and sometimes complete, 
deficiencies in the cochlear response. 

It is probable that nerve impulses are initiated 
by the cochlear response as the threshold curves 
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for both run parallel in most animals; nerve impulses 
may be seriously deficient or absent when the coch- 
lear response is present; and nerve impulses have 
not been found in the absence of the cochlear 
response except when the threshold of the latter 
was raised by unfavorable local electrical conditions 
of detection or by interference from nervous re- 
sponse, and in one doubtful incomplete case. 

The basal portion of the cochlea responds to high 
tones and the apical portion to low tones, but with a 
rather wide extent of physical vibration to strong 
tones. Deficiency of the organ of Corti in the basal 
turn causes a greater elevation of threshold in the 
high tonal range than in the low tonal range, but 
no abrupt transitions have been noted. 

The cochlear response is probably a good in- 
dicator of the activity of the organ of Corti, but the 
extent of an animal’s hearing can be evaluated better 
from the action potentials of the auditory nerve. 
In cases of true central nerve deafness even these 
may lead to error. James C. Braswe.t, M.D. 


Mowrer, O. H.: An Analysis of the Effects of 
Repeated Bodily Rotation, with Especial 
Reference to the Possible Impairment of 
Static Equilibrium. Ayn. Otol., Rhinol. & Laryn- 
gol., 1934, xliii, 367. 

The author states that previous investigations 
have convincingly demonstrated that the vestibular 
nystagmus occurring after bodily rotation may be 
substantially reduced—sometimes virtually abol- 
ished—by repeated elicitation. He cites experi- 
mental results which indicate that the reduction is 
not accompanied by, nor dependent upon, a demon- 
strable change in or injury to the vestibular recep- 
tors. Therefore he emphasizes that absence or 
unusual brevity of this response cannot be regarded 
as an unequivocal proof of vestibular disease. 

Mowrer’s experimentation has shown that the 
vestibular reflexes involved in the maintenance of 
static equilibrium are not detectably impaired by 
repeated bodily rotation. This fact seems to warrant 
the assumption that the effects of repeated rotation 
are limited to a reduction in the duration of nystag- 
mus (and in the vividness of the subjective phenom- 
ena which have been shown to be dependent upon 
nystagmus). 

In conclusion Mowrer suggests that the shortening 
of postrotational nystagmus produced by repeated 
elicitation may be dependent upon a more or less 
enduring change produced in the stimulation 
threshold orin the refractory phase of certain neurons 
comprising the so-called after-discharge mechanism 
upon which persistence of vestibular nystagmus 
after cessation of objective stimulation is now 
thought to depend. James C. BRASWELL, M.D. 


Hagens, E. W.: The Anatomy and Pathology of the 
Petrous Bone, Based on a Study of Fifty 
Temporal Bones. Arch. Otolaryngol., 1934, xix, 556. 


Hagens is of the opinion that the anatomy of the 
petrous bone may vary considerably as regards 
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pneumatization. Of the bones studied by him, 
approximately 34 per cent showed pneumatic 
spaces in the petrous tip. The distance between the 
cochlea and the internal carotid artery just below 
the level of the tegmen tympani varied from 4 to 10 
mm. and averaged 6.2 mm. 

In acute suppurative otitis media and simple 
chronic otitis media there may be an associated 
infection of the petrous bone depending on the 
degree and extent of pneumatization. The petrosa 
may be extensively infected when the condition is 
clinically unrecognized. 

Intracranial complications may occur by exten- 
sion from the antral region or from infected pneu- 
matic spaces in the petrosa. 

The labyrinth seems well protected from infections 
of this type. 

In perforation of the membrana tympani, the 
epidermis is able to grow around the “corner” onto 
the inner surface. James C. BrAswELt, M.D. 


NOSE AND SINUSES 


Adam, J.: Atrophic Rhinitis. J. Laryngol. & Oiol., 
1934, xlix, 375. 

In a review of 141 cases of atrophic rhinitis the 
author found that in at least 78 per cent the condi- 
tion began before puberty, and in at least 42 per 
cent it began during the first seven years of life. 
These are the years during which, under normal 
conditions, the face, nose, and accessory nasal 
cavities develop most quickly. As the result of the 
atrophic rhinitis their development is retarded. 
When the condition begins in adult life, the typical 
facies of atrophic rhinitis does not occur. 

The disease begins as an inflammation of the 
nasal mucosa. In about 66 per cent of the cases 
sinusitis is present. The sinus involvement tends 
to keep the inflammation alive and is often over- 
looked. The ethmoid and adenoids are affected more 
often than is realized. The present custom of dealing 
with adenoids early has reduced the incidence of 
atrophic rhinitis. 

Another factor in the condition is deficiency of 
vitamins, especially Vitamin A. This reduces the 
defense against infection and lowers endocrine func- 
tion. It may also impair nervous function. 

The mucosa reacts first by hyperplasia. Later, 
because of fibrosis, glandular atrophy and a change 
from columnar epithelium to stratified epithelium 
occur. If the sinusitis is overcome early enough by 
proper surgical and other measures, there may be 
considerable recovery with disappearance of crusts 
and feetor. 

The bone of the thin lamelle of the turbinates 
and the ethmoid cells reacts by atrophy, and that 
of the walls of the accessory cavities by sclerotic 
thickening. Similar sclerosis is found in the mastoid 
processes of children with chronic suppuration of 
the middle ear. Failure of the paranasal sinuses 
to reach their full development results in facial 
modification. James C. BRASWELL, M.D. 





MOUTH 


Ritchie, H. P.: Congenital Clefts of the Face and 
Jaws. A Survey of 350 Cases in Which Opera- 
tion Was Performed. Arch. Surg., 1934, xxviii, 
617. 

Three hundred and fifty case’ of harelip and cleft 
palate are reviewed from the standpoint of associated 
deformities and familial incidence, the combination 
and degree of the clefts, the age and sequence of 
repair, the operative technique, and the results. The 
cases are classified according to whether the cleft 
was pre-alveolar, postalveolar, or alveolar. 

A family history of clefts of the face and jaws was 
given in 34 cases. One of the patients had 3 brothers 
with clefts. Other deformities were present in 26 
patients. One patient had multiple clefts. 

Pre-alveolar clefts were present in 38 cases. These 
are incomplete harelips not involving the palate, 
alveolar ridge, or floor of the nostril. In cases of 
defects of this type operation is not urgent as the 
baby is able to nurse and the lip tissues develop 
along with the body. 

Postalveolar process clefts were present in 56 
cases. The hard and soft palates are cleft to vary- 
ing degrees, but the clefts are always symmetrical, 
that is, have an equal amount of tissue on both 
sides. As the occlusion of the upper and lower jaw 
is normal, attempts to narrow the cleft are unwise. 
Operation on the palate has usually been postponed 
until between the ages of two and four years. The 
author discusses in considerable detail the sequence 
of operation on the hard and soft palates. The choice 
of procedure is determined by the type of the 
deformity and the patient’s condition. 

Clefts of the alveolar process occurred in 258 of 
the cases. In 42 of these the palate was normal. 
Clefts of the alveolar process should be closed as 
early as possible while the bones are soft and pliable. 
The lip should also be closed early as it has an 
important part in closing the cleft underneath. This 
should be done before the age of three months. 

The 350 children were subjected to 567 operations 
with a mortality of 1.4 per cent. The technique of 
repair is described in detail. The importance of ob- 
taining correct muscle apposition in the lip is 
stressed. As the flat and flaring nostril caused the 
greatest dissatisfaction to the author, he has studied 
this problem particularly. He presents a method for 
the correction of this deformity. 

The article contains reproductions of a special his- 
tory and a physical examination form and numerous 
tables, sketches, and photographs. The author 
discusses his poor as well as his good results. 

THOMAS W. STEVENSON, JR., M.D. 


Touraine and Solente: Glandular Cheilitis, a Pre- 
cancerous Condition of the Lower Lip (La 
cheilite glandulaire. Etat pré-cancéreux de la lévre 
inférieure). Presse méd., Par., 1934, xlii, 191. 


There are two forms of glandular cheilitis, the 
simple and the suppurative. The former is quite 
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SURGERY OF THE 


common, though it is often so slight as to be over- 
looked. Simple cheilitis is a hyperplasia of abnormal 
salivary glands of the lower lip with enlargement of 
the excretory ducts and their openings. In the sup- 
purative form there is suppuration in addition. 

The site of cheilitis is the red part of the lower lip 
that shows when the mouth is closed. The simple 
form of the condition never extends to the skin or 
the part of the lip that is in contact with the upper 
lip, but the suppurative form sometimes extends to 
the skin of the lip and chin. The condition begins 
gradually, and in the simple form the lip is little or 
not at all deformed. The affected part of the lip is 
covered with small red or violet spots the size of pin- 
heads, the center of which is the opening of a salivary 
gland. In recent cases these spots do not project and 
the lip is normally supple. Later they protrude and 
give the lip a leukoplakic appearance. The lip is 
then less supple, though it cannot be said to be in- 
durated. Sometimes small, round, enlarged glands 
like shots can be felt in the lip. A few drops of 
thready mucous fluid can be expressed from the 
openings. There is absolutely no pain even on pal- 
pation, and no abnormal salivation. 

The course of the disease is very chronic. Some- 
times there are attacks of congestion during which 
the glands become slightly sensitive. These attacks 
pass off spontaneously, but often occur in the tran- 
sition stage from simple to suppurative cheilitis. 

The prognosis is grave in the simple form as well 
as the suppurative form. Cancerous degeneration 
seems to occur in the former even more frequently 
than in the latter form. Epithelioma develops from 
the stratified pavement epithelium of the excretory 
ducts of the glands. 

Dressings of various kinds, such as potassium 
iodide and tincture of iodine, have been used. In 
some cases they have caused improvement, but as a 
rule they fail. Radiotherapy is the best treatment. A 
careful watch should be kept, and if there is the 
slightest suspicion of cancer a piece of tissue should 
be excised and examined. If it shows cancer, radical 
treatment should be given at once. 

AuprEyY Goss Morcan, M.D. 


Zajevlosin, M., and Libin, S.: Sepsis of Dental 
Origin (Zur Lehre ueber odontogene Sepsis). Nov. 
chir. Arch., 1933, xxviii, 467. 


In a series of 650 autopsies performed in the period 
from 1930 to 1933 the authors found ro cases of 
fatal sepsis of dental origin. They have observed 
also 2 cases of such sepsis with recovery. In 2 cases 
caries of a wisdom tooth led to oral infection which, 
in spite of surgical intervention, developed into fatal 
Ludwig’s angina. In 3 cases the septic process 
originated from an alveolar pyorrhcea, and in 7 from 
acute suppurative osteomyelitis of the jaw. In re- 
gard to the latter the authors emphasize the impor- 
tant réle of gangrenous teeth and roots in the patho- 
genesis of osteomyelitis. They question the wisdom 
of conservative treatment in such cases, especially 
when many roots are involved and the rest of the 
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masticating apparatus is in good condition. They 
do not approve of the oral hygiene recommended 
by Kantorowitz as they regard it as inadequate. 
They believe it is much better and safer to remove 
the gangrenous temporary tooth than to treat it 
and leave a potential septic focus in the mouth. 

In concluding their discussion they point out the 
great danger from dental and paradental inflamma- 
tions to the whole organism and the possibility of 
focal infection in distant organs from oral sepsis. 
Their own autopsy material indicates the danger 
from dental sepsis (found in 1/2 per cent of all 
autopsied cases) and the necessity for considerably 
more attention to the oral cavity as regards timely 
prophylaxis and treatment of dental diseases. 

G. Atrtpov (Z). 


Cade, S.: Non-Malignant Conditions of the 
Tongue. Practitioner, 1934, Cxxxii, 641. 


Of most practical importance in the diagnosis of 
non-malignant conditions of the tongue is their dif- 
ferentiation from malignant lesions. In cases of ulcer 
it is necessary to determine also whether the lesion 
is syphilitic, tuberculous, or traumatic, and in cases 
of tumor, whether the neoplasm is a surgical rarity 
such as a lipoma or fibroma. A positive Wasser- 
mann reaction or the presence of tubercle bacilli 
in the sputum does not prove that a lesion of the 
tongue is not malignant. In cases of suspicious le- 
sions biopsy should be done and the intervals be- 
tween observation should not exceed two weeks. 

With regard to treatment the author says that the 
silver nitrate pencil has caused more cancers than 
cures of benign lesions, and that caustics should 
never be used. GeEorGE A. CoLtett, M.D. 


PHARYNX 


Beck, A. L.: Pharyngeal Infections and Internal 
Jugular. Vein ‘lhrombosis: Diagnosis and 
Treatment. Laryngoscope, 1934, xliv, 431. 


Any inflammation from which infection of a 
cervical lymph node may occur may cause a neck 
infection. All the layers of the deep cervical fascia 
may be regarded as offshoots from the carotid 
sheath. In the upper part of the neck there are 
three large compartments which communicate more 
or less directly with the sheath of the great vessels. 
In attempting to classify neck infections anatomic- 
ally and clinically the author groups them according 
to their regional manifestations. 

In Beck’s classification there is one group, that of 
cervical gland infection, which does not conform to 
a definite anatomical classification. There is a sharp 
distinction between inflammation of the superficial 
cervical glands and inflammation of the deep cervical 
glands. Suppuration of the superficial cervical 
glands is the only type of neck infection in which it 
is safe to delay treatment until fluctuation is present. 
In casés of inflammation of the deep glands constant 
watching is necessary. Spontaneous recovery is 
common, but evidence of a generalized septicemia 








may appear suddenly after an apparently moderate 
inflammation of these glands has been present for 
several weeks. When once a definite sepsis has 
developed drainage is indicated. 

In conclusion the author points out that the 
occurrence of a metastatic infection may be regarded 
as a positive indication for immediate surgical drain- 
age of infections of the neck as well as for section of 
the internal jugular vein. When treatment is given 
promptly, subsidence of secondary manifestations 
may occur spontaneously. Absence of free visible 
pus in the compartment at the time of operation is 
very common and does not justify the conclusion 
that infection is not present. The author has seen 
a macerated, necrosed jugular vein with complete 
obstruction by thrombosis, in the absence of visible 
pus. He believes that thrombosis of the internal 
jugular vein is the cause of the sepsis which termi- 
nates life when drainage is delayed. This thrombosis 
is often unrecognized. HEerBert F. THurston, M.D. 


Abt, I. A.: Postanginal Sepsis. Ann. Otol., Rhinol. 
& Laryngol., 1934, xliii, 441. 

Postanginal sepsis with thrombophlebitis of the 
internal jugular vein has only recently received 
careful study. The first recognized case was de- 
scribed in 1912. The two important regions which 
may serve as the atria of infection are the retro- 
pharyngeal space and the pharyngeal space. 

According to one theory, the infection occurs by 
way of the blood stream; according to another, by 
way of the lymphatics; and according to a third, by 
way of the tissue spaces. 

The condition is characterized clinically by throm- 
bophlebitis and pyemia. Various organisms have 
been recovered—staphylococci, hemolytic strep- 
tococci, the streptococcus viridans, and the anaérobic 
streptococcus putrificus. The sepsis usually follows 
a tonsillar infection, a pharyngeal phlegmon, or an 
intratonsillar abscess. It is most comnion in young, 
healthy individuals, especially those between the 
ages of twenty and thirty years. The onset of chills 
after subsidence of the angina is clinically important. 
The most serious and frequent complication is 
metastasis to the lungs. Periarticular abscesses 
and septic arthritis are not infrequent. 

The prognosis is grave, but more favorable if the 
purulent focus is detected and its contents are 
evacuated early. A prompt surgical procedure— 
evacuation of an abscess or the ligation of the jugular 
vein—will diminish the hazard and lower the 
mortality. Early ligation of the jugular vein is 
generally regarded as the only logical treatment 
when the diagnosis of septic thrombophlebitis has 
been established. Watter H. Napier, M.D 


Nordentoft, J.: Cases of Prolonged Cure of Oral and 
Tonsillar Carcinomata (Quelques cas de guérisons 
de longue persistance de carcinomes buccaux et 
amygdaliens). Acta chirurg. Scand., 1934, lxriv, 263. 


The author reviews ten cases of carcinoma of the 
mouth and carcinoma of the tonsil. 
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In a case of extensive carcinoma of the left tonsil 
associated with lymph-gland metastasis, a five-year 
cure was obtained. At the end of the five-year 
period a cancer appeared in the right tonsil. This 
remained cured for more than three years. The 
patient survived with freedom from symptoms to 
the age of seventy-six years. In the case of a patient 
who had a large alveolar cancer with glandular 
metastasis, the primary tumor was cured for eight 
years and the glandular metastasis for seven years. 
This patient died recently of pneumonia without 
recurrence. A third patient lived to the age of 
eighty years without recurrence for nine years after 
treatment of a cancer of the palate. A fourth pa- 
tient, who had a sublingual cancer, was cured of 
the primary tumor for seven years and of a recur- 
rence for five years. In the case of a fifth, who had 
a very extensive cancer of the mouth with glandular 
metastases, a clinical cure was obtained, but the 
treatment was given only about a year ago. 

Of the five other patients, two did not develop 
local recurrences but died of glandular metastases 
following radical operation and intercurrent mala- 
dies. One, who had a tumor the size of an orange, 
remained free from recurrence for a year. Radium 
treatment of a recurrence at the end of that time 
was followed by pneumonia and death when the 
patient was seventy-four years of age. The two 
other patients had very advanced lesions which were 
not treated until after the occurrence of extensive 
glandular metastases. They died after long resist- 
ance to the disease during which they showed con- 
siderable improvement at times. In both, resection 
of half of the lower jaw was done. 

In all of the cases electrocoagulation, roentgen 
therapy, radium therapy, and operative excision 
of the glandular metastases were preferred to the 
use of the diathermy knife. 

A patient who had a large papillary carcinoma on 
the external surface of the cheek remained free from 
recurrence for seven years after treatment with 
roentgen irradiation alone. 

The article is concluded with some observations 
regarding radium and its importance as a supple- 
ment to surgery. 


NECK 


Lerman, J., and Salter, W. T.: The Calorigenic 
Action of Thyroid and Some of Its Active 
Constituents. Endocrinology, 1934, xviii, 317. 


The effect produced on the basal metabolic rate 
in five cases of myxcedema by the daily administra- 
tion of 1 mgm. of thyroxin polypeptid by mouth 
was found to be approximately the same as that 
produced in four other cases in which the same sub- 
stance was given intravenously. Close agreement 
was found also when a single large dose of this 
substance was given intravenously and orally to each 
of two patients with myxoedema. 

In three other cases of myxoedema a much more 
rapid rise in the metabolic rate was produced by 
the oral administration of whole thyroid in equiva- 
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lent thyroxin-iodine dosage, and a rise as rapid as 
that caused by the larger dose of thyroxin polypep- 
tid was produced by a much smaller dosage of whole 
thyroid on the basis of thyroxin iodine. When four 
commercial preparations of whole thyroid were 
compared on the basis of total organic iodine con- 
tent better agreement of calorigenic activity was 
found than when they were compared on the basis 
of thyroxin-iodine content. 

The authors conclude that di-iodotyrosin iodine 
is calorigenically potent so long as it is part of the 
thyroglobulin molecule but loses its activity when 
it is separated, and that thyroid substance should 
be assayed in terms of total organic iodine rather 
than thyroxin iodine. Paut Starr, M.D. 


Delcourt-Bernard, E.: An Experimental Study of 
the Action of 3.5 Di-Iodo-Tyrosin in the Treat- 
ment of Hyperthyroidism (Etude expérimentale 
de l’action de la 3.5 di-iodo-tyrosine dans le traite- 
ment de l’hyperthyroidie). Rev. belge d. sc. méd., 
1934, Vi, I. 

Di-iodo-tyrosin is found in the thyroid. The 
authors experimented with it in the treatment of 
twelve cases of hyperthyroidism, comparing its 
action particularly with that of Lugol’s solution. 
Doses of 0.10, 0.20, and 0.30 gm. equal to 58.5, 117 
and 175 mgm. of iodine per day were given. 

The di-iodo-tyrosin was found to have an effect 
on the increased respiratory metabolism of hyper- 
thyroidism, no matter what the clinical form of the 
disease. Of the twelve cases studied, it decreased 
the metabolism in eight and increased it in four. 
The mechanism of this action seems to be different 
from that of Lugol’s solution. When Lugol’s solu- 
tion lowers the metabolism it seems to act on ven- 
tilation rather than on oxygen consumption, but 
when it increases the metabolism it acts on oxygen 
consumption more than on ventilation. Di-iodo- 
tyrosin seems to lower oxygen consumption more 
than it lowers the metabolism and to act on the two 
factors equally when it raises the metabolism. 

A greater increase in weight was brought about 
more frequently by Lugol’s solution, than by di- 
iodo-tyrosin. ‘The pulse and other symptoms of 
hyperthyroidism seemed to be affected about 
equally by the two preparations. 

The author does not find di-iodo-tyrosin so 
effective as claimed by certain German investigators, 
and he does not believe that it acts purely and 
simply as an inorganic iodine solution as is claimed 
by some American investigators. 

From the therapeutic point of view he finds that 
di-iodo-tyrosin is' readily absorbed and well tol- 
erated. Though it is less effective than Lugol’s so- 
lution it may be used alternately with the latter 
and to replace it when Lugol’s solution is no longer 
well tolerated by the stomach. Patients treated 
with it should be kept under close observation be- 
cause in some cases it causes an increase in the basal 
metabolism and the pulse rate. 

AuprEY Goss Morcan, M.D. 
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Lewine, M. M.: The Treatment of Tetany Follow- 
ing Thyroidectomy by the Transplantation 
of Boiled Bone According to Oppel’s Method 
(Sur le traitement de la tétanie aprés strumectomie 
a aide de la transplantation d’un os bouilli suivant 
la méthode d’Oppel). Lyon chir., 1934, xxi, 164. 


The most serious complication following thyroid- 
ectomy is tetany. According to some surgeons, 
tetany occurs in from 3 to 5 per cent of cases. At 
the Mayo clinic it occurred in only 1 of 3,203 cases 
in which thyroidectomy was done. With total 
extirpation of the gland its incidence increases to 
from 20 to 30 per cent. The parathyroid glands are 
not always uniformly located, and sometimes there 
may be as many as 3 or 4 on one side and only 1 
on the other. Moreover, tetany may follow an 
operation at a distance from the parathyroids such, 
for instance, as caesarean section. Operation may 
change a latent tetany into an active tetany. 

As tetany is known to be due to hypofunction of 
the parathyroids, it was deemed logical to attempt 
to cure it by the transplantation of parathyroid 
tissue. In spite of favorable immediate results in a 
few cases, this method did not seem to produce last- 
ing results. In 73 cases in which Oppel performed it 
the increase in the blood calcium was not stable. 
The administration of organic extracts of parathy- 
roid has also proved unsuccessful. In 1 case, Green- 
wald and Gross obtained good results by having 
the patient drink a glass of fresh blood from the 
abattoir every day 

When the relation between bone formation and 
the formation of the parathyroid glands was demon- 
strated, Morel proposed treating experimental tetany 
by bone injury. In 1925, Oppel suggested the in- 
troduction of a deposit of calcium into the body to 
raise the blood calcium. He tried transplanting a 
fragment of bone under the skin. He believed that 
the calcium from such a deposit would enter the 
blood slowly because the bone would become re- 
sorbed slowly. The calcium of the blood rose for 
some months, but then fell again although not so 
low as before the intervention. The calcium did 
not appear in the blood until five days after the 
transplantation. For this reason Oppel usually 
implants the bone from five to seven days before 
performing thyroidectomy. He uses bone from a 
cadaver or boiled beef bone. A piece of the cortex 
of a long bone was found suitable. At first the bone 
was boiled in rivanol, but as the rivanol proved 
slightly irritating, it was later boiled in a saturated 
solution of soda and in physiological salt solution. 

Clinical cases of postoperative tetany treated by 
this method have been reported by Oppel, Petrowa, 
and Saxontowa. Cases in which the implantation 
of bone following the transplantation of parathyroid 
tissue gave good results were reported by Perzowsky 
and Belgorodsky. Melikhowa treated a case by the 
transplantation of bone, ultraviolet irradiation, and 
a lactovegetarian diet, but the results were not 
favorable. The bone was pulverized before it was 
implanted, and a hematoma formed. 











244 INTERNATIONAL ABSTRACT OF SURGERY 


Transplantation of bone has been tried also for 
nonoperative tetany. Belgorodsky obtained good 
results in a case of congenital tetany and in several 
cases of tetany in adults. 

The case reported by the author is the fourth to 
be reported in the literature on transplantation of 
bone for postoperative tetany. The convulsions 
disappeared shortly after the implantation, even 
before the blood calcium was increased. A survey 
of the available literature showed that at the thirty- 
first Congress of French Surgeons Lerich proposed 
the transplantation of bits of bone to induce hyper- 
calcemia only theoretically. The author believes 
that this treatment is the method of choice in post- 
operative tetany. In his case the convulsions re- 
sponded only temporarily to injections of calcium, 
but after the implantation of a fragment of bone 
about 6 cm. long, from 2 to 3 cm. wide, and from 
8 to 10 cm. thick recovery ensued. 

EpitH SCHANCHE Moore. 


Babcock, W. W.: Plastic Closure of Laryngostomic 
Fistulz and Enlargement of the Lumen of the 
Trachea or Larynx by the Implantation of a 
Chondrocutaneous Flap. Arch. Otolaryngol, 
1934, Xix, 585. 


It is often difficult to close a high tracheal stoma 
without producing a secondary obstruction. In the 


healing process the divided tracheal cartilages show 
a tendency to turn inward which is partially counter- 
acted by the traction of cicatricial tissue formed 
lateral to the opening. As the result of the liberation 
of the adjacent skin and the tracheal margins, tra- 
cheal collapse may occur. When the lumen is small 
operation may require: (1) V-shaped resections of 
cicatricial tissue lateral to the trachea to cause the 
margins to flare outward, and (2) the use of an inlay 
graft to enlarge the tracheal opening. It is desirable 
for the opening to be lined with hairless epithelium 
and to be stiffened and curved by the introduction 
of cartilage. A small but sufficient portion of carti- 
lage may be removed by a curved incision placed 
behind the concha of the ear without causing obvious 
secondary deformity. Within a few days the sections 
of cartilage implanted in the subcutaneous tissues 
become adherent and form a flap which spreads the 
tracheal margins and maintains the shape of the 
trachea even in the presence of considerable pres- 
sure. 

The described method is suggested also to increase 
the lumen of an obstructed larynx when a stoma is 
not present. After laryngofissure the implant is 
inserted between the separated margins of the 
larynx. Very fine silver or, better, rustless steel wire 
is recommended for the suture. 

SAMUEL PERLow, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Lippens, A., and Dejardin, L.: The Value of Enceph- 
alography in the Diagnosis, Prognosis, and 
Estimation of the Residuals of Craniocerebral 
Injuries (La valeur de l’encephalographie dans le 
diagnostic, le prognostic, et l’évaluation des reliquats 
des traumatismes craniocerebraux). Presse méd., 
Par., 1934, xlii, 455. 

For estimation of the residual effects of cranio- 
cerebral injuries the authors recommend the injec- 
tion of air followed by stereoroentgenography in all 
four positions. They report on seventy-five cases 
in which this procedure was used without accident. 
In every case seen from a year to twenty years after 
the trauma a definite diagnosis could be made from 
the X-ray findings. The discomfort following the 
injection of air ceases in from twenty-four to forty- 
eight hours, the procedure then apparently exerting 
a sedative action on the previous symptoms. 

HALE Haven, M.D. 


Strauss, I., and Savitsky, N.: Head Injury: Neuro- 
logical and Psychiatric Aspects. Arch. Neurol. & 
Psychiat., 1934, Xxxi, 893. 

The purpose of this article is to call attention to 
methods of investigation which will allow a more 
accurate differentiation of organic from psychogenic 
symptoms of head injuries. A review of the history 
of the diagnosis of head injury is followed by a dis- 
cussion of the methods of investigation and the 
post-concussion syndrome. 

The diagnosis or exclusion of organic disease of 
the brain should be based on the findings of a thor- 
ough coéperative investigation. In cases difficult to 
diagnose, neurological, psychological, psychiatric, 
ophthalmoscopic, otoneurological, encephalographic, 
and spinal fluid studies should be made. 

The subjective post-traumatic syndrome, charac- 
terized by headache, dizziness, inordinate fatigue on 
effort, intolerance of intoxicants, and vasomotor in- 
stability is organic and dependent upon a disturb- 
ance of intracranial equilibrium due directly to the 
blow on the head. In many cases psychogenic factors 
complicate the clinical picture. It is erroneous to 
assume the psychogenicity of certain symptoms 
because of recovery. Organic changes are not neces- 
sarily irreversible reactions. The intracranial alter- 
ations may be functional in the physiological sense. 

Davip Joun Impastato, M.D. 


Winkelman, N. W., and Eckel, J. L.: Brain Trauma: 
Histopathology During the Early Stages. 
Arch. Neurol. & Psychiat., 1934, xxxi, 956. 


Trauma to the brain causes gross and minute 
histopathological changes. The gross changes are 
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well known. They include epidural, subdural, 
subarachnoid, and intracerebral hemorrhage and 
maceration of the brain. Subarachnoid hemorrhage 
is the most common finding. The minute changes 
are more difficult to detect and are not so well 
known. They include mild congestion; mild «edema; 
multiple petechial hemorrhages; diffuse or limited 
gliosis; new blood-vessel proliferation; minute areas 
of rarefaction; phagocytosis of blood pigment by 
ganglion cells; ischemic changes in the ganglion 
cells; disseminated minute areas of softening in the 
cerebellum with gitter cells; disappearance of the 
Purkinje cells; cellular loss in the dentate nucleus; 
alterations in the subarachnoid space such as small 
collections of blood corpuscles, especially in the sulci; 
infiltration of phagocytic cells in the pia arachnoid; 
beginning proliferation of connective tissue with 
young fibroblastic elements; and adhesions of the 
pia to the cortex. The corticopial adhesions are 
said to be the cause of post-traumatic headache. 
Davip Joun Impastato, M.D. 


Karitzky, B.: Intracranial Pressure in Cases of 
Dull Head Injuries (Hirndruck bei stumpfen 
Kopfverletzungen). Deutsche Ztschr. f. Chir., 1933, 
cexlii, 1. 


The former classification of dull head injuries into 
concussion of the brain followed by recovery with- 
out sequelz due to irritation and contusion of the 
brain with late sequela is no longer justifiable. Cere- 
bral pressure is any increase in intracranial pres- 
sure. A latent cerebral pressure, such as that which 
is often at first associated with cerebral tumors, may 
be rendered acutely manifest by trauma. The author 
cites an illustrative case. The causes of traumatic 
cerebral pressure are: (1) impression fractures, (2) 
intracranial hemorrhage, and (3) swelling of the 
brain following injury of the tissues. 

A roentgen examination should be made in every 
case of cranial injury as otherwise small impression 
fractures may escape recognition. Only by such an 
examination will the patient and the physician be 
protected from unpleasant surprises and will it be 
possible to determine the compensation correctly. 
In children, symptoms of concussion of the brain 
often do not develop as the skull of the child is elas- 
tic and therefore is more apt to yield to the intra- 
cranial pressure. 

Traumatic intracranial hemorrhages always cause 
signs of cerebral pressure although sometimes these 
signs do not appear until after a free interval. They 
consist of vomiting and vertigo due to disturbances 
of the medulla oblongata, and disturbances of the 
respiration and pulse from pressure on the vagus 
centers. The diagnosis is not always easy. The 
author reports a case in which, six hours after the 
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injury, during which time there were no symptoms 
whatever, death occurred with tonic convulsions in 
two minutes as the result of a meningeal hemor- 
rhage. The recognition of increased intracranial 
pressure in the beginning is difficult. Papilloedema 
does not occur until later. The claim of Schuch that 
the blood pressure is also increased could not be con- 
firmed in the author’s clinic. While meningeal ham- 
orrhage can be controlled, intracerebral hemorrhage 
cannot. Intracerebral hemorrhage is an important 
factor in the disturbances following concussion. 
Beitzke found that renewed hemorrhages may occur 
many years after the trauma. The author empha- 
sizes the importance of characteristic changes in the 
eyes—strabismus, oculomotor paresis—and cites 
illustrative cases. 

The cause of general acute cerebral pressure after 
head injuries is swelling of the brain or so-called 
hydrocephalus internus or both. Dandy ascribed 
great importance to internal hydrocephalus, but 
there is uncertainty as to what is meant by this 
term. A true dilatation of the ventricle cannot be 
demonstrated anatomically. The clinical concep- 
tion is based on an increase in the amount and in 
the pressure of the cerebrospinal fluid in the spinal 
canal. The pressure of the fluid is the indicator of 
cerebral pressure. Increases of pressure (130, 155, 
and 170 mm.) are practically always found in cases 
of head injury, even when there are no other signs 
of a cerebral disturbance. The author believes it 
justifiable to assume that the cerebral pressure in 
dull head injuries is caused by acute local or general 
swelling of the brain substance, which reacts to its 
injury (necrosis and degeneration of the ganglion 
cells) with oedema. However, neither macroscopic 
nor microscopic evidence in support of this assump- 
tion has been found as yet. Only in acute cerebral 
pressure as contrasted with the chronic increased 
pressure associated with tumors is the time probably 
too short for flattening out of the sulci and gyri. 
Therefore it is necessary to rely at first upon the 
clinical symptoms, which are those of concussion of 
the brain. Attention is called to the vestibular 
nystagmus which is practically never absent during 
the first days. The lumbar pressure may remain in- 
creased after years, and sudden death may occur 
from cerebral pressure after a long period of time. 
According to Esser’s findings, the necrotic foci never 
heal entirely. Anatomically, swelling of the brain is 
recognizable only when it is pronounced. Reichardt 
showed that there is a marked flattening of the cere- 
bral convolutions with complete absence of cere- 
brospinal fluid. The brain substance has a peculiar 
soft, viscid, and dry character. The author assumes 
that large quantities of the fluid enter the inter- 
cellular substance as no increase in the fluid con- 
tent of the cells is demonstrable histologically. 

Neurologists assume that the swelling of the brain 
is caused by resorption of the cerebrospinal fluid, 
but this theory is not supported by the findings of 
investigations. Bielschowsky found that resorption 
of the cerebrospinal fluid is markedly inhibited. 


According to the findings of Magnus and Jakobi in 
experiments on animals, circulatory disturbances 
play an important réle. The author reports an 
illustrative clinical case. He calls attention to the 
fact that the pressure of the cerebrospinal fluid is in- 
creased while the amount is decreased. In cases of 
cerebral pressure due to brain tumor the ventricles 
are so compressed that their puncture is impossible, 
yet the lumbar pressure is increased. The author 
believes that this is a purposeful reaction. He says, 
“The encroachment of the initial process on the 
intracranial spaces results in a latent cerebral pres- 
sure. The consequent danger to the medulla is 
decreased by an increase in the lumbar pressure.” 
When this functional adaptation is no longer sufii- 
cient, respiratory death results from pressure on the 
respiratory center, and heart failure results from 
cardiac asphyxiation. 

The treatment indicated for impression fractures 
and for hemorrhage, especially extracerebral ham- 
orrhage, is clear. In the treatment of swelling of the 
brain the Rehn Clinic has found decompression 
operations unsatisfactory. It has obtained better 
results from roentgen therapy although the value of 
this treatment is disputed. The lumbar puncture 
repeated at intervals which Panzi and Sigrist have 
found successful is rejected by the author because, 
according to the theories he reviews in this article, it 
may increase the medullary injury. According to 
the investigations of Weed and Mackebben, osmo- 
therapy by the intravenous injection of hypertonic 
sodium chloride and sugar solutions does not promise 
very much. The effect weakens after a few hours 
and the sodium and chlorine ions entering the blood 
attract more water to the brain. 

In prolapse of the brain, which is also a result of 
cerebral swelling, good results have been obtained 
by surrounding the edges of the cranial defect with 
layers of iodoform gauze. This lessens the pressure 
of the brain against the bone edges and thereby pre- 
vents the formation of new foci of necrosis. Nothing 
is said regarding the position or fixation of the head 
in cases of cerebral prolapse. The article contains 
several illustrations. FRAnz (Z). 


Gucci, G.: The Treatment of Wounds of the 
Superior Longitudinal Sinus (Sopra il tratta- 
mento delle ferite del seno longitudinale superiore). 
Policlin., Rome, 1934, xli, sez. prat. 414. 


The principal methods of arresting hemorrhage 
of the sinuses of the dura mater, and especially of 
the superior longitudinal sinus, are digital pressure, 
forceps pressure, ligation, suture, and the application 
of tampons. Digital pressure is an emergency tem- 
porary procedure which must be replaced by one of 
the other methods. Forceps pressure may be of 
great service at times because of the rapidity of its 
application, but as a rule it cannot be applied as the 
walls of the sinus are rigid and do not lend them- 
selves to such pressure without further laceration. 
Moreover there is danger of renewed hemorrhage 
when the forceps are removed. 
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Ligation should be the method of choice, but in 
the majority of cases it is impossible because of the 
rigidity of the vessel walls and the time required to 
place two ligatures, one at each end of the laceration. 

Sutures also require a comparatively long time for 
their application, and can be used only in cases of 
linear wounds of the sinus without loss of substance. 
In cases of jagged lacerations of the sinuses with 
loss of substance, suturing is impossible because the 
vessel walls are inelastic. Kevenstorf’s parasinal 
suture is a suture of the nearby dura instead of the 
sinus. This also requires a great deal of time and is 
inapplicable in most cases. 

Tampons may be applied either within the sinus 
or on the sinus. Their internal application, a method 
used by Lister, is not employed by modern surgeons. 
The most common and practical method of arresting 
hemorrhage from the superior longitudinal sinus 
is the external application of a tampon. Gauze, 
catgut, fascia, and autoplastic and heteroplastic 
muscle tissue have been used. Pacetto has recently 
demonstrated that the hemostatic effect of muscle 
tissue is due mainly to a biological action, and that 
heteroplastic muscle is more active than autoplastic 
muscle. Fascial and muscle tampons are not always 
easily obtainable, and their application is time con- 
suming. For practical reasons, gauze and catgut 
tampons are employed most commonly. The action 
of the tampon consists merely in approximating the 
lips of the lacerated sinus and allowing the blood to 
coagulate in its meshes. Pressure plays very little, 
if any, part in the hemostatic effect as the pressure 
within the sinus is normally very low. Tampons of 
gauze must be removed after the desired result has 
been obtained and because of their strong adherence 
their removal is associated with the danger of causing 
a new laceration. The author prefers the catgut 
tampon as catgut may exert the same biological 
hemostatic action as muscle, and, as it is absorbed, 
does not require removal. Catgut tampons may be 
easily made by dropping thick catgut into hot water. 
The hot water causes the catgut to swell and become 
gummy and sticky, a condition in which it can be 
moulded into any desired shape. 

Davin Joun Impastato, M.D. 


Malbran, J.: The Visual Field in Chiasmatic Le- 
sions (El campo visual en los procesos quiasmati- 
cos). Semana méd., 1934, xli, 569. 


Disturbances of vision often give absolute evi- 
dence of the presence of an intracranial tumor and 
its location. The importance of the optic tracts 
may be greater than that of any other cranial nerves 
or of all cranial nerves combined. 

Bitemporal hemianopsia is caused only by lesions 
at the optic chiasm. It is pathognomonic of a 
tumor in this region. The tumor may arise from the 
hypophysis below, from the third ventricle above, 
or along the stalk of the hypophysis. In the early 
stages of development of a tumor vision for all 
colors may be absent in both temporal fields when 
vision for form is still intact. The bitemporal 
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loss of vision for color is just as important as loss of 
all vision in those fields. In the later stages of 
development of a tumor, defective vision may 
extend into the nasal field. 

Binasal hemianopsia is rare and never complete. 
Aneurisms of the internal carotid arteries or diffuse 
tumors of this region attack the outer field of both 
optic nerves and produce incomplete and irregular 
binasal hemianopsia. 

Generalized loss of vision resulting from intra- 
cranial pressure may be the result of a growing 
intracranial tumor. The loss of vision is generally 
steadily progressive, but may be suddenly inten- 
sified by exacerbations in the tumor growth or by 
retinal hemorrhages. 

Scotomata may be unilateral or bilateral. The 
most important type is the central scotoma in 
which sharp central vision exists. Occasionally a 
tumor of the frontal lobe is responsible. Often the 
lesion is an inflammatory or toxic lesion. 

The article contains numerous charts of visual 
fields, ventriculograms, and anatomical illustrations 
of operative findings. | Witttam R. Meeker, M.D. 


Dainelli, M.: The Sedimentation Time of the 
Erythrocytes in Cranio-Encephalitic Lesions. 
Experimental Researches (La prova_ della 
velocita di sedimentazione dei globuli rossi nelle 
lesioni cranio-encefaliche. Richerche sperimentali). 
Clin. chir., 1934, X, 152. 

In studies made on rabbits, the author found that 
lesions of the scalp caused no change in the sedi- 
mentation time of the erythrocytes; trephining, 
craniotomy, sectioning and removal of part of the 
brain, and opening of a lateral ventricle caused an 
acceleration which varied according to the extent 
of the lesion; and staphylococcic infections of the 
brain, including brain abscess, caused an intense 
acceleration. Intracerebral injections of from !> to 
1 c.cm. of blood gave variable and inconclusive 
results. 

The article contains an extensive review of the 
sedimentation time in practically all conditions in 
which this determination has been made. 

Davip JouNn Impastato, M.D. 


Zander, P.: Experiences with Trigeminal Neural- 
gia, Especially with Destruction of the Gang- 
lion by the Haertel Method (Erfahrungen bei 
Trigeminusneuralgie, insbesondere mit der Gan- 
glionveroedung nach Haertel). Arch. f. klin. Chir., 
1933, CIxxviii, 242. 

The author reports the findings of a follow-up 
of patients he treated for trigeminal neuralgia. Of 
twenty-eight cases, improvement or cure was ob- 
tained in fourteen by injections of alcohol, in four 
by operation, and in ten by general measures or 
local intervention. He states that the mild cases of 
neuralgia should be treated symptomatically; there- 
fore, discovery of the cause (encapsulated empyema 
of the frontal sinus, dental disease, hypersensitive- 
ness of the gum or jaw, and disturbances of the sym- 
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pathetic nervous system with angioneurotic condi- 
tions) should receive first consideration. In the 
cases of hypersensitive and young persons the pres- 
ence of true neuralgia should always be doubted. 

Peripheral interventions have been abandoned 
today in favor of injections of alcohol into the nerve 
branches. The author is of the opinion that their 
rejection is without justification. However, he dis- 
approves of paraneural injections of alcohol as he 
believes it is better to try novocain. He states that 
in the case of the first and second branches section 
or avulsion may be tried, but in the case of the third 
branch these procedures should not be used as 
they render it impossible to destroy the ganglion 
by injection. Therefore it is preferable to limit the 
treatment to blocking of the nerve with alcohol 
at its exit from the foramen ovale. Of the reviewed 
cases of severe neuralgia, the alcohol injection was 
made into the ganglion in all except four, in which 
it was impossible to find a patent foramen ovale. 
Of ten patients, eight remained cured after from two 
to seven years and four had a recurrence. Of the 
latter, two became free from pain after a repeated 
injection. In one, the renewed pain was not a true 
recurrence as it was in the other half of the face. 

Accompanying injurious effects consisted of in- 
juries to the eye (keratitis) and transient paralyses 
in two cases each. The procedure may sometimes 
endanger life. In one case an injection was followed 
by a fatal hemorrhage in the pharynx from erosion 
of the internal carotid artery. Optic atrophy, pa- 
ralysis of cerebral nerves, and mental depression 
have also been reported. The most serious disad- 
vantage of the procedure is the impossibility of de- 
termining whether the entire ganglion has been de- 
stroyed. However, as the method is of value with- 
out doubt, it should not be repudiated so generally 
as it is today. Recurrences may develop and sec- 
ondary injuries (paralysis of the cerebral nerves 
and keratitis) may occur also in cases treated by 
operation, and in partial interventions there is in- 
herent danger of recurrence. Therefore operation 
is not an ideal procedure. 

In contrast to operation, the injection of alcohol 
has the advantage that it causes no noteworthy 
danger to life. It is therefore the method of choice 
as its disadvantages may be limited by careful 
technique. The attacks of pain do not increase if 
the true center of the ganglion is struck. If there is 
uncertainty regarding the position of the needle or 
if cerebrospinal fluid escapes, the injection should 
be abandoned. Striking the ganglion in the center 
is the chief requisite of the procedure. The center 
is revealed by a peculiarly smooth gliding-off of 
the needle, a slightly springy resistance to its ad- 
vance, and immediate cessation of feeling upon the 
injection of at most 1 c.cm. of novocain. More 
than 2 c.cm. of alcohol should not be given. Ina 
few cases of severe recurrence the author has left 
the needle in place, secured in its position by Stent’s 
composition, and has repeated the injection after 
a few hours. It is important not to discharge any 


patient in whom at least the area of both of the 
lower branches is not completely insensitive. It is 
better not to inject the alcohol intentionally into the 
first branch. Even when reddening of the eye or 
dilation of the pupil occurs the injection should be 
stopped or the needle slightly withdrawn. 

In four cases reviewed injection was impossible 
as a patent foramen could not be found. Operation 
was therefore necessary. Two of the patients died 
of meningitis. In one, the meningitis had its origin 
in a cerebrospinal fluid fistula, and in the other, in 
empyema of the frontal sinus. The operations were 
very difficult. In one case there was hemorrhage 
from the cavernous sinus. 

In conclusion the author says that the injection 
of alcohol should be reserved for severe cases as 
the absence of feeling in the mouth is very unpleas- 
ant. The patient should be warned previously re- 
garding the danger of injury to the eye. 

STREISSLER (Z). 


Zenker, R.: The Treatment of Trigeminal Neu- 
ralgia by Deep Electrocoagulation of the 
Gasserian Ganglion by Kirschner’s Method 
(Die Behandlung der Trigeminusneuralgie durch 
Tiefenelektrokoagulation des Ganglion gasseri nach 
Kirschner). Med. Welt, 1934, p. 14. 


In the treatment of trigeminal neuralgia Kirsch- 
ner’s deep electrocoagulation has all of the advan- 
tages and none of the disadvantages of alcohol in- 
jection and radical removal of the gasserian gan- 
glion. The nerve ganglion is sought for through the 
foramen ovale by the use of an instrument devised 
by Kirschner which facilitates its localization and 
permits its puncture through the foramen ovale at 
various angles. This instrument consists of a semi- 
circular band, the axis of which extends through 
both foramina ovale, and an attached needle. The 
ganglion is reached after an accurate estimate is 
made of the position of the foramen ovale partly by 
means of Martin’s calipers (the zygomatic diameter) 
and partly with the author’s calipers (measuring 
the distance from the point of the ear to the root of 
the nose). 

The necessary data having been obtained as 
described, the apparatus is put into place. If all 
three branches or both of the two lower branches are 
involved, the inframandibular route is chosen and 
the needle is held at an angle of 10 degrees with the 
sagittal plane running through the foramen ovale. 
If the second branch is involved the internal supra- 
mandibular route is used with the needle at an angle 
of 15 degrees. In stubborn neuralgia of the first 
branch, the external supramandibular route is used. 

Under rectal anesthesia induced with avertin and 
supplemented temporarily by Kirschner’s new meth- 
od of inducing avertin narcosis intravenously until 
full anesthesia is obtained, the ganglion is usually 
reached without difficulty by one insertion of the 
spearhead attached to the described apparatus. 
When the point of the needle lies in the ganglion 
(stereoscopic plates may aid in its localization), the 
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trocar mandrin is withdrawn and, by means of an 
insulated sound inserted in the shaft, electrocoagu- 
lation is carried out with a 300-ma. current until the 
milliampere meter ceases to register. By with- 
drawing and pushing farther the point of the sound, 
the coagulated area is enlarged. This is advisable 
especially when several branches are involved. The 
sound is then withdrawn and 0.2 c. cm. of 70 per 
cent alcohol is injected into the area with a needle. 
The alcohol is absorbed by the walls of the cavity 
and does not infiltrate into the tissue spaces. If the 
result is not satisfactory, a second and a third treat- 
ment may be given during the next few days. 

After-treatment is not necessary except in cases 
in which the first branch of the trigeminal nerve has 
been injected. In the latter, the eye is protected 
by boric acid ointment in the conjunctival sac and 
an hourglass dressing. 

The effects of the operation are immediate and 
usually permanent. Recurrences are easily con- 
trolled. 

Of forty-one cases, injury to nerves of the eye 
muscles occurred in two, but were insignificant as 
compared with the severity of the original malady. 
In no case did a permanent neuroparalytic keratitis 
develop. The harmlessness of the procedure permits 
its use in less severe ailments. Kart ABEL (Z). 


Pons Tortella, E.: The Parotid Plexus of the Facial 
Nerve (Le plexo parotido del facial). Rev. de cirug. 
de Barcelona, 1933, iii, 218. 


This article is based on eight dissections of the 
facial nerve. The author says that the descriptions 
of the intraparotid portion of the facial nerve found 
in the literature are brief and incomplete. 

The intraparotid portion of the temporofacial 
branch of the facial nerve has a plexiform arrange- 
ment due to multiple branchings and anastomoses. 
The meshes formed are polygonal and have straight 
edges. The loop arrangement described by others 
was not found in the author’s dissections. 

The cervicofacial branch diverges from the tem- 
porofacial and usually divides into three branches 
within the gland. Occasionally it assumes a plexi- 
form arrangement consisting of a few large meshes. 
The anastomosis between these two branches of the 
facial nerve takes place between one or more 
branches of the temporofacial and one branch from 
the cervicofacial and is located outside the first por- 
tion of Stenon’s duct. It is usually plexiform and 
at times very complex. It has been called the 
“parastenonian plexus.” It is always intimately 
connected to the wall of the duct. In some cases 
fibers pass from it to the walls of the first portion of 
the duct. 

The glandular portion of the facial nerve may be 
subglandular, intraglandular, intralobular, or of a 
mixed type, depending on the anatomy of the gland. 

The parotid plexus of the facial nerve consists of: 
(1) the temporofacial plexus, (2) the cervicofacial 
branch or plexus, and (3) the parastenonian anasto- 
mosis or plexus. W. H. Martinez, M.D. 
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SPINAL CORD AND ITS COVERINGS 


Gilchrist, E.: The Relation of the Peripheral 
Lymphatic System to the Spinal Cord. Fdin- 
burgh M. J., 1934, xli, 359. 


Experiments were conducted by the author in an 
attempt to verify the common belief that toxins 
such as those elaborated by the tetanus bacillus can 
pass centrally along the lymphatic channels of the 
peripheral nerves and in this way reach and affect 
the nervous elements of the spinal cord. The 
sciatic nerve of rabbits was exposed and a 1-c.cm. 
suspension of pigment (preferably Russian blue) 
introduced into the tissues around the nerve trunk 
and into the trunk itself. Microscopic examination 
showed that the pigment was carried centrally 
within the perineurium only about 0.5 cm. from the 
site of inoculation. In the epineurium the pigment 
was present in larger amounts. In some of the ex- 
periments it had traveled as far as 3 cm. 

These findings indicate that particles pass out- 
ward from the nerve into the endodural lymph 
channels and then into the general lymphatic drain- 
age system. Apart from artefact, no pigment was 
ever found between the nerve fibers as they passed 
through the dura mater or in the subdural spaces, 
or between the tract fibers in the spinal cord. 

Gilchrist concludes that bacteria of such size as 
to be within the range of microscopic vision do not 
commonly reach the spinal cord or its meninges by 
the lymphatic channels related to the peripheral 
nerve trunks. ROBERT ZOLLINGER, M.D. 


Chiasserini, A.: Therapeutic Procedures in Cases of 
Paraplegia from Lesions of the Spinal Cord 
Following Vertebral Fracture. Radiculo-Inter- 
costal Anastomoses (Tentativi di cura in casi di 
paraplegia da lesione del midollo lombare con- 
secutiva a frattura vertebrale. Anastomosi radiculo- 
intercostale). Policlin., Rome, 1934, xli, sez. prat. 
603. 

Following a review of the various procedures 
used in the treatment of paraplegia following in- 
juries of the spinal cord, the author reports two 
cases in which he succeeded in anastomosing the 
last two intercostal nerves with rami of the cauda 
equina. As at the time of the publication of this 
report the cases had been followed only two months, 
the end-results could not be determined. In one 
patient, however, the urinary incontinence ceased 
after the operation. Peter A. Rosst, M.D. 


PERIPHERAL NERVES 


Lhermitte, J., and Trelles, J. O.: Peripheral Neuro- 
lymphomatosis in Man (Neurolymphomatose pé- 
riphérique humaine). Presse méd., Par., 1934, xlii, 
289. 

The case reported was that of a woman sixty-seven 
years of age who presented the clinical picture of de- 
generative changes in the motor and sensory nerves 
of the forearm and hand. Microscopic examination 
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disclosed no inflammatory or degenerative lesions, 
but a bilateral and symmetrical infiltration of the 
median nerve by cells of the lymphoblastic type. 
The condition was therefore a lymphoblastic infiltra- 
tion strictly localized in a part of the peripheral nerv- 
ous system. 

The findings suggested at first a very atypical leu- 
kemia. It has long been known that the myeloid 
and lymphatic leukemias may affect the central 
nervous system, but if there are any cases in which 
they affect the peripheral nerves such cases are ex- 
tremely rare. There seems to be no human disease 
heretofore described that presents a picture exactly 
like that in the case reported in this article. 

However, birds, most frequently domestic fowls, 
sometimes develop a disease that presents exactly 
the same picture except that the infiltration is not 
limited to the peripheral nerves but extends to also 
the internal organs. The author believes that neuro- 
lymphomatosis gallinarum and human neurolympho- 
matosis are the same disease, and that human forms 
will be discovered in which the infiltration extends 
to the central nervous system or the viscera. 

The cause of the disease is obscure. Experimental 
work indicates that it is infection, but the virus has 
not been identified. | Auprey Goss Morcan, M.D. 


SYMPATHETIC NERVES 


Goebell, R.: Sympathectomy and Excision of the 
Vagus Nerve in Bronchial Asthma (Ueber Sym- 
pathektomie und Vagusdurchtrennung bei Asthma 
bronchiale). Zextralbl. f. Chir., 1933, p. 2662. 


Ten years ago Goebell performed his first bi- 
lateral sympathectomy for asthma and, in spite of 


the very severe symptoms, achieved good results. 
In this article he reviews his successful operations 
and his failures. 

At first he operated only in the most severe cases. 
As he did not regard age, irremediable emphysema, 
or chronic bronchitis as contra-indication, the per- 
manent results became much worse during the first 
few years. Since 1926 he has operated only on 
patients under sixty years of age. His youngest 
patient was eleven and one-half years old. In 110 
bilateral sympathectomies the mortality was 5 per 
cent. Goebell attributes 1 death to pernocton nar- 
cosis. In the other cases ether narcosis, and later 
local anesthesia was used and, when possible, the 
operation was done in 2 stages separated by an in- 
terval of two weeks. Still later, avertin narcosis, also 
in addition to local anesthesia, was used. Since 
1930 there have been no deaths. 

Of the 110 bilateral sympathectomies, 98 were 
done for asthma. Goebell agrees with Kuemmel that 
unilateral sympathectomy alone without vagus 
resection on the right side does not yield permanent 
results. Better results are obtained by unilateral 
sympathectomy with vagus resection (cure in 41 
per cent of cases). Still better are the results of bi- 
lateral sympathectomy (cure in 42 per cent and 
improvement in 30 per cent of cases), and those of 
bilateral sympathectomy with vagus resection (cure 
in 42.9 per cent and improvement in 18 per cent of 
cases). 

As a differentiating characteristic Goebell stresses 
the occurrence of discomfort during the night in 
cases of bronchial asthma and the occurrence of dis- 
comfort during the day in cases of emphysema and 
chronic bronchitis. PLENz (Z). 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Maliniak, J. W.: Asymmetrical Breast Deformities. 
Ann. Surg., 1934, XCix, 743. 


Slight asymmetry of the breasts is common. It 
is generally manifested at puberty, when rapid 
development of the breasts begins. Maliniak con- 
siders only pronounced asymmetries. These may be 
divided into the following four types: (1) unilateral 
hypertrophy with the breast on the other side 
apparently normal; (2) bilateral asymmetrical hy- 
pertrophy; (3) unilateral underdevelopment or over- 
development; and (4) hypertrophy of one breast 
with u~lerdevelopment of the other. The first type 
is the .vst common. 

In all of the five cases of asymmetry reviewed by 
the author the asymmetry was manifested in early 
adolescence and increased with age. 

Normally, the physiological and anatomical 
changes occurring in the breasts at puberty are in- 
fluenced by hormones of internal secretions. There- 
fore it is readily conceivable that the development of 
the breasts can be accelerated or retarded by an 
excess or deficiency of these hormones. However, 
while this would explain a bilateral overdevelop- 
ment or underdevelopment, it does not account 
clearly for unilateral abnormalities. 

Prenatal maldevelopment may be a factor in 
breast asymmetry. It appears possible that micro- 
mastia and amastia are caused by a disturbance of 
the embryonal germ. As a rule these malformations 
are associated with other abnormalities of the 
cutaneous, muscular, and osseous tissues of the 
thoracic wall and the upper extremity, and fre- 
quently with a correspondingly deficient develop- 
ment of the reproductive organs, especially the 
ovaries. 

Trauma caused by the excessive pressure of tight 
brassieres may be a contributing factor in the undue 
development of the larger breast. In one of the 
author’s cases cystic fibromata were responsible for 
a rapidly increasing bilateral asymmetrical hyper- 
trophy. In two cases the changes of pregnancy were 
approximately normal, but nursing of the child was 
impossible because of qualitative and quantitative 
insufficiency of the milk. 

The more marked deformities cause constant dis- 
tress. In some cases discomfort is produced by the 
weight of the breasts. The deformities prevent 
participation in sports and the wearing of bathing 
suits and evening clothes. 

The treatment of choice includes transposition of 
the reduced gland and nipple with insertion of the 
nipple into a new opening made higher up. In 
bilateral cases the measurements adopted for the 
reconstruction are arbitrary and equal on both sides. 


In unilateral cases the breast operated upon must 
be made to agree in size and form with the appar- 
ently normal breast. Care must be taken to prevent 
injury to the blood supply of the breast by excessive 
tension or the excision of too much glandular tissue 
at one time. The excessive removal of tissue in one 
stage is particularly dangerous on the sides, where 
the main blood supply may be cut off from the re- 
maining gland to a considerable extent. Maliniak 
therefore advises a two-stage procedure since at 
each operation either the external or the internal 
portion of the gland may be left intact to preserve 
part of the main blood supply. This precaution 
eliminates the danger of sloughing of the skin and 
nipple. 

When the skin covering cannot be provided in its 
entirety by the anterior flap without producing 
tension about the nipple, the posterior incision 
should be placed above the submammary fold. This 
procedure makes it possible to use part of the skin 
from the posterior aspect of the breast. A dis- 
advantage is the fact that the linear scar is then 
visible under the areola instead of being concealed 
in the submammary fold. 

Tuomas W. STEVENSON, Jr., M.D. 


Gabrielli, S.: A Contribution to the Histology of 
Tumors of the Breast (Contributo all’istologia dei 
tumori mammari). Ann. ital. di chir., 1934, xiii, 71. 

This article is based on 389 cases of tumor of the 
breast in which the tissue removed at operation was 
examined microscopically. The cases included 1 of 
pure fibroma, 9 of sarcoma, 96 of fibro-epithelial 
tumor (66 of fibro-adenoma and 30 of adenofibroma), 
34 of fibrocystic disease (7 of which showed evidence 
of malignant change), 14 of papillary fibrocystic 
disease, 226 of carcinoma, 7 of endothelial tumor, 
and 2 of perithelioma. Eight of the tumors occurred 
in male breasts. 

Gabrielli discusses both the common and the un- 
usual aspects of each type of tumor and directs at- 
tention especially to fibrocystic disease which he 
regards as a precancerous lesion. 

He next takes up the relation of the structure of 
the tumor to metastasis and recurrence. He states 
that both of the latter are proportional to the cel- 
lularity of the tumor. 

In conclusion he discusses cancer of the male 
breast. EvuGENE T. Leppy, M.D. 


Oliver, R. L., and Major, R. C.: Cyclomastopathy; 
A Physiopathological Conception of Some Be- 
nign Breast Tumors, with an Analysis of 400 
Cases. Am. J. Cancer. 1934, xxi, 1. 

” 


The term “‘cyclomastopathy” is applied by the 
authors to the entire group of breast affections 
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which present excessive connective tissue or epi- 
thelial proliferation or both in response to growth 
stimuli or as a manifestation of abnormal involution 
following normal response. The term “‘eccyclo- 
mata”’ is suggested to designate localized areas of 
cyclomastopathy which give rise to palpable masses 
or tosymptoms. The authors are of the opinion that 
eccyclomastoma occurs more frequently in white 
women than in colored women. It reaches its highest 
incidence between the ages of twenty and twenty- 
five years, the age at which fibro-adenoma and intra- 
canalicular myxoma are most frequent. No conclu- 
sion regarding the influence of the marital status 
upon the incidence of eccyclomastoma can be drawn. 
It is twice as common in women who have borne 
children, that is, whose breasts have undergone 
lactation hypertrophy, than in women who have not 
borne children. Although no portion of the breast is 
exempt, it occurs most frequently in the upper, outer 
quadrant. The outstanding sign is a lump in the 
breast. This occurred in 83 per cent of the cases re- 
viewed. Pain occurred in 35 per cent, and pain be- 
ginning or becoming intensified at the time of the 
menstrual periods occurred in 15 per cent. 

The average duration of the condition in all cases 
was thirty-six months. There was no significant 
racial difference. Movability of the mass was re- 
ported in only 56 per cent of the cases. In 15.75 per 
cent of the total number the masses were multiple, 
involving one or both breasts. In 5.7 per cent, the 
mass occurred in a generally lumpy breast. Dim- 
pling of the skin was observed in 11 cases, and re- 
traction of the nipple in 9 cases. 

The importance of the changes occurring in the 
breasts at puberty in connection with the production 
of eccyclomastoma and the possibility that many 
eccvclomastomata discovered late in life date from 
the time of puberty have been emphasized. Hyper- 
trophy of breast tissue may be grossly unilateral or 
bilateral; diffuse or isolated; and, if isolated, single or 
multiple in one or both breasts. It may consist of 
epithelial or connective tissue hyperplasia or any 
combination of the two. Connective tissue hyper- 
plasia may be interlobular or intralobular or both. 

Encapsulation has been found to be a mechanical 
phenomenon without a significant relationship to the 
pathology of eccyclomastoma. The authors believe 
that encapsulation is never entirely complete, and 
that the affected areas maintain a connection with 
the remainder of the gland through their ducts. The 
general lack of uniformity in the microscopic appear- 
ance throughout the affected areas has been empha- 
sized. Efforts to find a constant association between 
any particular type or consistency of connective tis- 
sue or any type of epithelial hyperplasia and the 
rapidity of growth, the duration of the mass, and the 
age of the patient have been fruitless. It has been 
found that all of the microscopic appearances com- 
monly associated with chronic cystic mastitis— 
single and multiple cysts, papillary cystadenoma or 
Schimmelbusch’s disease, dilatation of ducts and 
acini, desquamation, and the assumption of a colum- 


nar form and acidophilic staining—may be presented 
in these benign areas of eccyclomastoma. The evi- 
dence of response on the part of breast epithelium 
and connective tissue to hormonal stimuli, in the 
elaboration of which the ovary and anterior lobe of 
the pituitary gland must play a part, has been ac- 
cepted. A second variable factor and potential 
pathogenic agent has been postulated, namely, lack 
of uniformity of tissue behavior in response to stimu- 
lation. A relationship between eccyclomastoma and 
carcinoma has been denied. There may be a slight 
tendency on the part of these masses to undergo sar- 
comatous change. Joseru K. Narat, M.D. 


Greenough, R. B., and Taylor, G. W.: Cancer of 
the Breast: End-Results, Massachusetts Gene- 
ral Hospital, 1921, 1922, and 1923. New England 
J. Med., 1934, ccx, 831. 


This report is based on 197 cases of carcinoma of 
the breast suitable for study (177 primary cases and 
20 cases of recurrence after a previous operation) 
which were included among a total of 238 cases in 
the hospital during the period for which the study 
was made. As used by the authors, the term “‘cure’”’ 
is applied to cases in which the cancer was proved 
by histological examination and there was no evi- 
dence of recurrence for a minimum period of five 
years after operation. Cases in which death oc- 
curred within the five-y»ar period without evidence 
of recurrence are omitted as inconclusive. When 
death occurred after five years without evidence of 
disease the result is classified as a ‘‘cure,”’ whereas 
when death occurred after five years with recurrence 
the result is classified as a failure. 

In the total number of cases entering the hospital, 
including primary and recurrent cases, those treated 
by radical or palliative operation, and those not 
operated upon at all, the incidence of five-year 
“cure” was 29 per cent. In 177 cases of primary can- 
cer of the breast, including advanced and inoperable 
cases, it was 32 per cent; in primary cases of the so- 
called operable class (no disease evident beyond the 
axilla), it was 34 per cent; and in the early favorable 
cases in which the axillary glands were found free 
from disease on pathological examination, it was 
62 per cent. 

One hundred and forty-five radical operations 
were performed. Radical operation includes re- 
moval of the whole breast, the skin over the breast, 
both pectoral muscles, the axillary contents to the 
clavicle, and the deep fascia from the sternum to the 
latissimus and from the clavicle to the epigastrium. 
Of the cases operated upon radically, a five-year 
“cure” was obtained in 52 (36 per cent). 

In the cases of patients under the age of forty-five 
years, the incidence of “cure’’ was 22.2 per cent; 
in those of patients between the ages of forty-five 
and sixty years, 40 per cent; and in those of patients 
over sixty years of age 45 per cent. 

As prophylactic X-ray therapy was employed 
almost routinely in this series of cases, the authors 
believe that the improvement in the results over 
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those obtained in previous series of cases may have 
been due in part to this treatment. They state. 
however, that a final conclusion regarding the value 
of prophylactic X-ray irradiation is scarcely justi- 
fied by the statistics as yet available. 

Fart O. Latimer, M.D. 


Simmons, C. C., Taylor, G. W., and Wallace, R. 
H.: Cancer of the Breast: End-Results, Massa- 
chusetts General Hospital, 1924, 1925, and 
1926. New England J. Med., 1934, ccx, 836. 


The authors used the same criteria in determining 
“cure’”’ as the surgeons reporting the end-results of 
cancer of the breast in the same hospital for the 
three years preceding this report. Also, they apply 
the term “radical operation” to the surgical pro- 
cedures to which it was applied in the preceding 
report. 

In all of the earlier series the ratio of cases without 
involvement of the axillary glands to those with 
lymph-node involvement remained about the same. 
This series shows a slightly larger proportion of early 
cases. Asa whole the figures indicate some improve- 
ment and suggest that patients are seeking advice for 
tumor of the breast at an earlier stage of the con- 
dition. 

Of the total of 167 patients in whom the disease 
was confined to the breast and axilla, 69 (40.9 per 
cent) are known to be living and free from disease 
five or more years after the operation. The incidence 
of five-year “cure” was therefore approximately 
7 per cent higher than in the preceding three years. 
There was 1 postoperative death due to pulmonary 
embolism on the eighteenth day. 

A radical operation was performed in 158 of the 
167 cases and an incomplete operation in 9. Five 
of the 9 patients with an incomplete operation are 
“cured.”” Two of them were seventy-five years of 
age, and in 2 a small area of carcinoma was found 
microscopically after simple amputation for what 
was believed to be cystic disease. In 1, the lesion 
was of medium malignancy and found in the glands 
removed from the lower portion of the axilla. Three 
of the patients who died of recurrence and two of 
those living received prophylactic postoperative 
high voltage X-ray treatment. 

Of 66 cases in which the disease was confined to 
the breast, ‘‘cure” was obtained in 43 (64 per cent), 
and of tor cases in which the axilla was involved, 
“cure” was obtained in 26 (26 per cent). 

The results of operation for cancer of low malig- 
nancy with involvement of the axillary glands were 
better than those of operation for cancer of medium 
malignancy limited to the breast. The incidence of 
“cure” varied relatively little in the different 
decades. Prophylactic irradiation as given to this 
group of patients did not influence the end-results 
of operation. 

The authors are of the opinion that if exploratory 
incision is performed carefully it will not cause 
dissemination of the disease. They believe also that 
over 11 per cent of the patients living without 


THE CHEST 253 


evidence of disease five years after operation will 
subsequently die of recurrence. 
Earv O. LAtimer, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Kampmeier, R. H.: Thrombosis of the Main 
Branches of the Pulmonary Artery. J. Thoracic 
Surg., 1934, ili, 513. 

The author reviews twenty-three cases of throm- 
bosis of the main branches of the pulmonary artery 
which have been reported in the literature and 
reports a case of his own in detail. He states that 
the condition produces a definite syndrome, but as- 
sociated pathological conditions, such as cardiac 
disease, make interpretation of the symptoms diffi 
cult and uncertain. 

Thrombosis of the main branches of the pul- 
monary artery causes progressively increasing dysp- 
noea going on to orthopnoea. It may or may not 
be associated with cough. Chest pain is often pres- 
ent. The outstanding sign from the onset is cyano- 
sis. This becomes more and more intense as the con- 
dition progresses. In the author’s case the cyanosis 
was so intense that at times the patient was almost 
black. Hemiplegia, aphasia, and paresis of the facial 
muscles are common. Cardiac enlargement and 
failure of the right heart may occur. Of interest and 
importance is the rarity of abnormal physical find- 
ings in the lungs. The patient may survive for 
years. J. DAntret Wittems, M.D. 


Drastich, L., Adams, W. E., Hastings, A. B., and 
Compere, C. L.: The Effect of Exercise on the 
Acid-Base Balance and Oxygen of the Blood 
Following Atelectasis and Pneumectomy. /. 
Thoracic Surg., 1934, iii, 341. 

The authors carried out experiments on dogs to 
determine the extent to which these animals could 
adjust themselves to conditions placing severe strain 
on their respiratory apparatus after up to 50 per cent 
of their lung tissue had been rendered functionless. 

Some of the dogs were subjected to partial col- 
lapse of the lung corresponding to the functional 
removal of approximately one-half of the lung tis- 
sue, and the others to partial pneumonectomy. 

The reduction of the efficiency of the respiratory 
apparatus under strain was measured by the amounts 
of oxygen and carbon dioxide carried in the blood. 
The types of exercise used were: (1) running on a 
horizontal treadmill; (2) swimming in water at a 
temperature of 30 degrees C.; and (3) swimming in 
water at a temperature of 40 degrees C. 

When 50 per cent of the lung tissue was inacti 
vated, the moderate exercise of running on a tread- 
mill and the somewhat more strenuous exercise of 
swimming in water at a temperature of 30 degrees C. 
did not embarrass the organism to any appreciable 
degree. However, the vigorous exercise of swimming 
in water at a temperature of 40 degrees C. resulted 
in an increased fixed acid production which the 
authors interpreted as indicating that the tissues 
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were receiving a less than normal supply of oxygen 
and that oxidation was incomplete. The elimination 
of carbon dioxide appeared to proceed with normal 
efficiency except in the cases of the dogs subjected to 
inactivation of as much as 70 per cent of the lung 
tissue. 

The acid-base changes in the blood in the most 
severe form of exercise were much more marked in 
the dogs subjected to partial collapse of the lung 
than in those subjected to partial pneumonectomy, 
an observation suggesting that a considerable por- 
tion of the blood flowed through the atelectatic 
tissue. J. Danret Wittems, M.D. 


Sergent, E., Kourilsky, R., and Launay, C.: Ther- 
apeutic Results of Surgical Operations on the 
Phrenic Nerve in Tuberculosis and Bron- 
chopulmonary Suppurations (Résultats théra- 
peutiques des interventions chirurgicales sur le 
phrénique dans la tuberculose et les suppurations 
broncho-pulmonaires). Arch. méd.-chir. de l’appar. 
res pir., 1934, 1X, 4I. 

In this article, which is preliminary to two later 
articles in which the authors present their statistics 
with regard to the therapeutic results of phrenicec- 
tomy, the complications of the operation are dis- 
cussed. 

The authors state that during phrenicectomy in 
cases of large bronchopulmonary abscesses death 
may occur suddenly on the operating table as the 
result of asphyxia due to a sudden reflux of pus into 
the other lung when the nerve is excised. Also in 
cases of bronchopulmonary abscess, suppurative or 
non-suppurative bronchopneumonic infection may 
occur on the side on which the operation was per- 
formed or on the other side. This is caused by large 
bronchial emboli. It may develop immediately or 
within a few days after the operation. 

In pulmonary tuberculosis further development of 
the disease may take place after the operation on 
either the same or the other side. 

Immediate hemoptysis may be caused by the 
effect of the operation on the pulmonary circulation. 
This complication is most apt to result in pulmonary 
tuberculosis, but may occur also in bronchopul- 
monary suppuration. It is rather rare. 

Another possible complication is pyopneumo- 
thorax. This may or may not be putrid. It is caused 
by rupture of pleural adhesions resulting from the 
traction produced by the elevation of the diaphragm 
and the accompanying broadening of the thorax. 
It may occur in tuberculosis and in broncho-pul- 
monary suppuration. Auprey Goss Morcan, M.D. 


Sergent, E., and Launay, C.: Therapeutic Results 
of Surgical Operations on the Phrenic Nerve in 
Pulmonary Tuberculosis (Résultats thérapeu- 
tiques des interventions chirurgicales sur le phré- 
nique dans la tuberculose pulmonaire). Arch. méd.- 
chir. de appar. respir., 1934, ix, 44. 


The authors state that they never practice phren- 
icectomy or alcoholization of the phrenic nerve 


except in cases in which pneumothorax fails. They 
believe that pneumothorax is greatly to be preferred 
if it is possible. 

Since 1924 they have performed sixty-eight oper- 
ations on the phrenic nerve and have followed the 
patients up for at least a year after the operation. 
The average follow-up period was three years. Nine 
of the patients are dead, nine may be considered 
cured, and fifty still have lesions that are more or 
less progressive. Of the latter, twenty-seven showed 
considerable improvement for some months after 
the operation, but later their lesions began to pro- 
gress again. 

Of the nine cured patients, five had isolated, cold, 
and recent cavities of the type most greatly bene- 
fited by sanatorium treatment. While it is possible 
that these patients would have recovered under 
sanatorium treatment alone, the authors believe 
that the phrenicectomy was a factor in the very 
rapid disappearance of the cavities. 

Whether the treatment consists of phrenicectomy 
or pneumothorax, the results are much more favor- 
able if, as in most of the authors’ cases in which re- 
covery resulted, the patient is able to go to a sana- 
torium promptly. 

Three of the authors’ patients who were cured had 
subacute or cold infiltrations with involvement of the 
pleura. Improvement in their condition took place 
slowly. The roentgenogram shows sclerosis of the 
lung with considerable retraction on the side of the 
operation. In the last case the infiltration was more 
acute and more recent. 

Phrenicectomy was absolutely ineffective in cases 
of large apical cavities and acute pneumonic infil- 
trations. In cases of diffuse infiltrations the oper- 
ation often seemed to arrest the process for a while. 
The fever fell and the patient gained weight. Ulti- 
mately, however, the process began again. It is 
therefore necessary to keep the patient under ob- 
servation for several years. 

In treatment by alcoholization, it is impossible to 
control the length of time that the paralysis persists. 
A roentgen examination should therefore be made 
every month and this is often impossible in the cases 
of hospital patients. | Auprey Goss Morean, M.D. 


Sergent, E., and Kourilsky, R.: Therapeutic Re- 
sults of Surgical Operations on the Phrenic 
Nerve in Bronchopulmonary Suppurations 
(Résultats thérapeutiques des interventions chirur- 
gicales sur le phrénique dans les suppurations 
bronchopulmonaires). Arch. méd.-chir. de Pappar. 
res pir., 1934, ix, 40. 

The authors have performed twenty-five opera- 
tions on the phrenic nerve in bronchopulmonary 
suppurations—phrenicectomy in twenty-three cases 
and alcoholization of the nerve in two cases. They 
find from their results that phrenicectomy is abso- 
lutely contra-indicated in cases of putrid abscesses 
with inflammation, particularly if the abscesses are 
on the left side in either the upper or the lower lobe. 
In cases of putrid abscesses that are not very active, 
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particularly those in which the abscesses are in the 
right middle lobe, phrenicectomy may bring about 
remissions not exceeding three months in duration. 
[t cannot be considered a truly curative method for 
putrid abscess. It is generally ineffective and it may 
be dangerous. There is risk of allowing the most 
favorable time for surgical operation to pass. In 
cases of isolated cylindrical bronchiectases of the 
left lower lobe, phrenicectomy may bring about 
temporary improvement, but in cases of abscess it is 
more apt to hasten the course of the disease than to 
effect a cure as it seems to activate acute inflamma- 
tory processes. 

Its mode of action is not very clear, but a compari- 
son of its immediate effects with those of limited 
thoracoplasty shows a curious resemblance as both 
procedures are followed by temporary arrest of the 
expectoration and a tendency toward diffusion of 
the inflammation. Therefore it is probable that 
both operations have a mechanical effect consisting 
in partial immobilization of a portion of the side of 
the thorax operated upon and compression of the 
adjacent lung. Auprey Goss Morecan, M.D. 


Anspach, W. E.: Atelectasis and Bronchiectasis in 
Children: A Study of Fifty Cases Presenting a 
Triangular Shadow at the Base of the Lung. 
Am. J. Dis. Child., 1934, xlvii, tort. 


The author explains the significance of the early 
triangular basal pulmonary shadow seen in the 
roentgenograms of the chests of children who later 
develop bronchiectasis. He recognizes this shadow 
as indicating a preceding atelectasis of the lower 
lobe. This article is based on fifty cases, twenty of 
which are reported with illustrations. 

The small, well-defined, dense shadow described 
is a right-angled triangle. The mesial border, or 
altitude, and the inferior border, or base, are indis- 
tinguishable from the shadows of the spine and the 
leaf of the diaphragm, respectively. The well- 
defined lateral border, or hypotenuse, extends from 
the hilus of the lung to a variable point on the dia- 
phragm. The mesial portion of the shadow is partly 
obscured by the cardiac shadow because the heart, 
diaphragm, and other adjacent structures are drawn 
toward the involved side. In lateral roentgenograms 
this density is seen as an isosceles triangle with its 
apex at the hilus and its base on the diaphragm. 

The author has observed this atelectatic bron- 
chiectatic process of the lower lobe through correla- 
tion of autopsy, roentgenological, and clinical 
studies throughout life in some cases and from in- 
fancy to puberty in others. The clinical history is 
quite typical. At the onset there are frequently 
symptoms and signs suggesting a short siege of pneu- 
monia (collapse) followed by slight fever or a sub- 
normal temperature and frequently a non-productive 
cough persisting for weeks. Later, the cough be- 
comes productive and is especially marked when the 
patient awakens. Acute exacerbations of fever may 
be associated with secondary involvement of adja- 
cent tissue. In the absence of drainage of the 
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bronchi, dilatations are formed sooner or later within 
the triangular density. Ultimately, the clinical and 
roentgenological picture of bronchiectasis, as noted 
in older subjects, makes its appearance. 

Atelectasis of the lower lobe was present in all of 
the reviewed cases that came to autopsy. In every 
case a thick, gummy exudate, which could be re 
moved only with difficulty, was found filling the 
lumina of the smaller bronchi. With rare exceptions, 
atelectasis accounted for the small triangular area 
of density in young children in whom the delicate 
tissues and the small caliber of the bronchi favored 
obstruction by tenacious infected secretions. After 
studying the pictures seen at autopsy and observing 
other apparently similar cases over long periods, the 
author has come to the conclusion that a mechanical 
obstruction accounts for most, if not all, cases of 
persisting lobar atelectasis producing a triangular 
shadow at the base of the lungs. This shadow with 
the displacement of the surrounding structures to- 
ward it—in contrast to the displacement of these 
structures away from the shadow of fluid in the 
pleura or mediastinum—represents the lower lobe in 
various degrees of collapse. 

In infancy, a persistently collapsed lobe becomes 
an overwhelming burden because the bronchial 
lumina are unusually small and when they are oc- 
cluded by highly viscous material sufficient force to 
clear them is lacking. A better evacuating mecha- 
nism probably accounts for the less frequent occur 
rence of persistent collapse later in childhood and its 
extreme rarity in adults. In all of the author’s cases 
in which the shadow was acquired during the first 
year of life death resulted. All of the cases that came 
to autopsy were considered as showing acquired 
atelectasis, but did not show dilated bronchi. In the 
children who continued to live, changes in the tri- 
angular shadow appeared later and bronchiectasis 
developed. 

The character of the density of the triangle was 
observed to have a direct bearing on the rapidity 
with which bronchiectasis developed. If the shadow 
was small and of fluid-like density and remained of 
that character, bronchiectasis developed rapidly. If 
the density disappeared and recurred at frequent 
intervals, dilatations did not develop or were very 
slight. If air entered the collapsed lobe early, the 
triangular shadow fluctuated in size and was larger 
and less dense in proportion to the amount of inila- 
tion. If postural drainage was instituted early, these 
fluctuating triangular densities, even though present 
for years, did not always bring about bronchial dila- 
tation. The triangular shadow is not pathognomonic 
of bronchiectasis. When outlined by opaque oils, 
the triangular patterns are frequently seen in adults 
with bronchiectasis and appear to be acquired rather 
than congenital. 

The success of bronchial drainage at a single stage 
of the process can be measured by the decrease in 
density and the increase in the size of the triangular 
shadow or its disappearance and the return of the 
cardiac shadow to a more nearly normal position. 
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When there has been frequent fluctuation in the size 
and density from the onset of the early acute symp- 
toms, slight,or no bronchial dilatations have oc- 
curred, even when bronchiectasis was thought clini- 
cally to have been present for years. 

Karly and frequent drainage of the bronchi is 
essential if the development of bronchiectasis is to 
be prevented. The prognosis can be determined 
more accurately by observing the behavior of these 
shadows at successive roentgen examinations. 

Maurice Meyers, M.D. 


Dalla Torre, G.: Pneumothorax Treatment of 
Pulmonary Gangrene (Il trattamento pneumo- 
toracico della gangrena polmonare).  Peoliclin., 
Rome, 1934, xli, sez. med. 157. 

The author reviews more particularly the litera- 
ture of the last two years, especially the Italian and 
French, to show that there is still a great difference 
of opinion regarding the advisability and efficacy of 
pneumothorax treatment in pulmonary abscess. 
Most surgeons hold the method in disfavor. 

The collapsed lung after pneumothorax in pul- 
monary gangrene has seldom been subjected to 
histological study. The author made such a study 
and compared the findings in the collapsed lung 
with those in the unaffected lung. In the diseased 
lung he obtained sections from the gangrenous 
excavation, the adhesions, the hilus, and the hilar 
lymph nodes. He studied five cases in which 
pneumothorax was induced and one case in which 
this treatment was not applied. He reports the 
important details of each case. The duration of the 
pneumothorax and the time elapsing between the 
development of the disease process and the institu- 
tion of the pneumothorax treatment varied in these 
cases, a fact of prime importance. 

The rdle of connective tissue in the healing of 
tuberculous foci is well established. In the cases 
reviewed there was an appreciable development of 
connective tissue especially in the subpleural re- 
gions, the vascular adventitia, and the gangrenous 
foci. In the gangrenous foci there was often the 
development of a new peculiar lining resembling a 
highly vascular granulation tissue. The presence of 
intlammation and the continued collapse of the lung 
with the subsequent relative collapse of the lym- 
phatics and smaller blood vessels play an important 
role in determining the amount of new connective 
tissue formed. From his studies with silver impreg- 
nations, Antoniazzi concluded that this new con- 
nective tissue formation resulted from meta- 
morphosis of collaginous tissue of the alveoli, 
histiocyte proliferation, and especially perivascular 
proliferation. 

In a general way the elastic tissue in the collapsed 
lung showed signs of degeneration and disintegra- 
tion and in some places slight hyperplasia due 
probably to the toxic products of the gangrene as 
well as the changed physical condition of the lung. 
The alveolar lumen showed a fairly constant change, 
being reduced in the hilar regions and dilated in the 


subpleural regions, and contained many macro- 
phages and mononuclear cells. The blood vessels 
were moderately dilated and congested, especially 
the veins and capillaries, some of which were 
newly formed. 

In many respects the pathologico-anatomical and 
histological changes were similar to those occurring 
in lungs collapsed because of tuberculosis and neo- 
plasm. In pulmonary gangrene the degenerative 
process in the elastic tissue definitely predominates. 

In the course of four years the author had the 
opportunity to study forty-three cases of pulmonary 
gangrene clinically. Of twenty-one patients treated 
by pneumothorax, ten recovered. The ages of the 
patients ranged from thirty-two to sixty-seven years. 
The time of the institution of the treatment varied 
from fifteen days to four months after the onset of 
the disease, and the duration of the collapse from 
one to five months. The location of the lesion has a 
questionable influence. From these observations 
the author concludes that pneumothorax is a most 
valuable method of treating many cases of pul- 
monary gangrene. Its therapeutic action is probably 
based on mechanical hindrance to diffusion of the 
gangrenous process and the passage of toxins into 
the circulation from the compression of the cavity. 
The treatment should be continued for months. 
Following recovery, the patients are more suscep- 
tible to pulmonary infections. A residual condition, 
such as bronchiectasis, may be treated later. 

A. Louts Rost, M.D. 


Bronfin, I. D.: Primary Carcinoma of the Lung 
Simulating Pulmonary Tuberculosis. Colorado 
Med., 1934, XXXi, 193. 


In fourteen years of practice in tuberculosis 
sanatoria the author encountered only nine cases 
of primary carcinoma of the lung. In four cases 
there were symptoms simulating pulmonary tuber- 
culosis and in two cases tuberculosis was associated 
with the carcinoma. The author believes that 
preceding inflammatory conditions of the lung, 
notably influenza and tuberculosis, are not impor- 
tant factors in the development of pulmonary 
carcinoma. In some of the cases reviewed the onset 
of the symptoms was insidious and the disease pur- 
sued a benign course for some time. 

Bronfin emphasizes the possibility of treating 
bronchial neoplasms successfully by irradiation, as 
reported by Pancoast and his associates. In the 
diagnosis, roentgenological and bronchoscopic ex- 
aminations are of aid but have definite limitations. 
Cerebral symptoms in the case of a patient suffering 
from obscure pulmonary symptoms should always 
arouse the suspicion of malignancy of the lung. 

Joun H. Gartock, M.D. 


Fried, B. M.: Bronchiogenic Cancer: Treatment 
with Roentgen Rays. Am. J. Cavcer., 1934, xx, 
791. 


Fried reports two cases of carcinoma of the lung 
which were treated with the roentgen rays. In the 
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first case the condition began at the age of twenty- 
live years and death resulted seven years later. 
\utopsy showed that extension had occurred by way 

of the lymphatics. In such cases cancer cells in- 
ariably enter the blood stream, but as a rule are 
lestroyed there whereas they thrive in the lymph 
irculation. 

In the author’s second case there was a tumor of 
the left apex with Horner’s syndrome, a dense 
hadow in the apex, oedema and dilatation of the 
‘eins of the left arm, and chronic pulmonary osteo- 

arthritis. Microscopic examination showed the tu- 
nor to be of bronchial origin. 

Pancoast described as a new entity “superior pul- 
nonary sulcus tumors,” i.e., tumors located in the 

1oracic apex which do not arise in the lung, pleura, 
ibs, or mediastinum. Fried is of the opinion that 
umors in the thoracic apex do not constitute a 
‘linical entity. He states that Horner’s syndrome 
iay be associated with apical tuberculosis or paral- 
sis of the phrenic nerve or brachial plexus. 

X-ray therapy had no effect in either of Fried’s 
cases, although in the literature there are reports of 
cases in which it was believed to have lengthened 
ihe patient’s survival by from three to five months. 
lis palliative effects are reduction of the cough, and 
discomfort, slowing of the accumulation of fluid, 
ind general clinical improvement. 

Fried urges more critical judgment of the results 
of X-ray treatment because of the natural remissions 
vhich may occur in the course of carcinoma of the 
lung, the occurrence of selective sensitiveness to the 
roentgen rays, and the variations in the duration of 
lung cancer. Harry C. SAttste1n, M.D. 


HEART AND PERICARDIUM 


Lymburner, R. M.: Tumors of the Heart. A 
Histopathological and Clinical Study. Canadian 
M. Ass. J., 1934, XXx, 368. 


Lymburner’s discussion of tumors of the heart is 
based on a study of the clinical and autopsy records 
of 52 cases of secondary and 4 cases of primary tumor 
of the heart discovered at autopsy on 8,550 subjects. 

Primary tumor of the heart is found in about 0.05 
per cent of cases coming to autopsy. While the 
majority of primary cardiac tumors are benign, 
about 25 per cent are malignant. The most common 
primary tumor of the heart is the myxoma. Next 
in frequency are the sarcoma and rhabdomyoma. 
Other primary neoplasms found in the heart are 
fibromata, lipomata, angiomata, and carcinomata. 
Carcinoma of the heart is probably secondary as a 
rule. 

Secondary malignant lesions of the heart are dis- 
covered at autopsy in about 0.6 per cent of cases. 
Metastasis to the heart comes from various organs 
of the body in which malignant change is commonly 
found. The incidence of cardiac metastasis is rela- 
tively higher when mediastinal structures are in- 
volved. The right side of the heart is involved by 
secondary neoplastic growths more frequently than 





the left side. This may be explained on the basis of 
the blood vessels. 

There are no definite pathognomonic signs or 
symptoms of heart tumor. However, a tumor of the 
heart is strongly suggested by the sudden and un- 
expected onset of cardiac symptoms which are pro- 
gressive and regressive, especially if these are accom- 
panied by an evanescent cardiac murmur and by 
cardiac failure which does not respond to digitalis. 
Metastatic tumors of the heart have been diagnosed 
and, on rare occasions, primary cardiac neoplasms 
have been suspected, on the basis of the clinical 
findings. 


C(2SOPHAGUS AND MEDIASTINUM 


Lotheissen, G.: The Treatment of Organic Stenosis 
of the @sophagus and Cardiospasm (Behand- 
lung der organischen Stenosen des Oesophagus und 
des Kardiospasmus). Wuenchen. med. Wchnschr., 
1934, 1, 41. 

Strictures of the oesophagus are either organic or 
spastic stenoses. The former are due either to scar 
formation or a benign or malignant tumor. First 
among the treatments of strictures is gradually 
increasing dilatation of the scar with sounds. The 
author has treated about 400 cases by this method 
with excellent results. The length of time the treat- 
ment must be continued can never be predicted. It 
depends more upon the position of the stricture and 
the rigidity of the scar than upon the location of the 
scar. Sometimes there are several stenoses one below 
the other. In such cases the upper stenosis must 
be dilated first and then the others in succession 
until they are all of the same width, when all of 
them should be dilated further at the same time. 
In cases of very tight stricture the most difficult 
part of the treatment is finding the correct path 
when the first sound is used. This is aided by cir- 
cular electrolysis with the cesophagoscope and the 
chemical test with ferrous lactate and potassium 
ferricyanide as used by Lotheissen to determine 
whether the lumen is open. In cases of very tight 
stricture a gastric fistula should be formed in order 
that the patient may receive sufficient nourishment. 
The finding of the guiding thread in the stomach in 
treatment by dilatation is facilitated by retrograde 
cesophagoscopy through the gastric fistula. If it is 
impossible to get through the stenosis by any means, 
a plastic operation on the cesophagus is indicated. 
The author was able to enter the stomach in all of 
the cases he has treated during the past ten years, 
although in some of them only after great difficulty. 

Organic stenoses of the second type are those due 
to tumors. The tumors are very rarely benign. The 
diagnosis and differential diagnosis can be made 
usually with the cesophagoscope. Carcinoma is 
more common in men than in women. The results 
of treatment in carcinoma have not been very 
satisfactory to date. Operative removal of the 
tumor can be considered only rarely, and in any case 
radium and X-ray treatment is to be preferred. 
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Treatment with bougies is dangerous on account of 
the possibility of perforation and hemorrhage. The 
irritation due to sounding may also stimulate more 
rapid growth of the tumor. 

In the spastic stenoses there are disturbances of 
innervation of the cesophageal peristalsis. The 
spasms can be induced by the slightest irritation of 
the mucosa. In these cases also good results may 
be obtained by sounding. In mild cases the use of 
a simple sound should be tried first. One of the 
major operative procedures may be used as a last 
resort, but these interventions are much more 
dangerous and are usually unnecessary as results 
may generally be obtained by sounding. The only 
operation performed by the author in his large 
number of cases was the formation of a gastric 
fistula. Bove (Z). 


Moerl, F.: Perforation of the @sophagus into the 
Pleural Cavity (Oesophagusperforation in die 
Pleurahoehle). Beitr. s. klin. Chir., 1933, clviii, 487. 

The theory held until recently, even by surgeons 
such as von Hacker, Lotheisen, and Sauerbruch, 
that perforation of the thoracic portion of the 
cesophagus is nearly always fatal was first refuted in 

1925 by Seiffert’s observation of an cesophago- 

scopically proved case of spontaneous healing of an 

cesophageal perforation. However, the healing of 
cesophageal perforations with an open communica- 
tion into the pleural cavity is very rare. In the 

Schloffer Clinic three such cases have been observed. 

The first case was that of a man fifty-seven 
years of age who developed a fcetid pyopneumo- 
thorax as the result of the perforation of a carcinoma 
of the cesophagus situated above the cardia. The 
second was that of a girl eighteen years of age who 
died of a perforation of the cesophagus produced by 
the sounding of an cesophageal stricture which was 
caused by the swallowing of sulphuric acid. The 
third case, in which healing resulted, was that of 

a girl fifteen years old who developed a cylindrical 

stricture extending for quite a distance down toward 

the cardia from the level of the arch of the aorta 
after the swallowing of lye two months previously. 

At first the stricture could be easily dilated to a 

diameter of 11 cm., but at the end of a month again 

became impermeable. A gastric fistula was there- 
fore formed and sounding was resumed. During the 
second period of sounding basal pneumonia de- 
veloped twice on the left side and once on both sides 
and finally there were symptoms of acute mediasti- 
nitis. After a few days the symptoms of medias- 
tinitis ceased spontaneously, but when sounding 
was begun again they recurred and physical examina- 
tion revealed a basal pneumonia on the right side 
which in the next few days was masked by a quickly 
developing pleural effusion. Puncture at first evacu- 
ated a slightly cloudy, odorless, bacteria-free exu- 
date and later a fluid resembling coffee with milk. 

The latter was found to be coffee which the patient 

had drunk shortly before the evacuation. After a 

large part of the fluid nourishment had been evacu- 


ated during the next few days by Buelau syphon 
drainage, a roentgen examination was undertaken. 
This showed a seropneumothorax over the retracted 
lung on the right side. At the level of the arch 
of the aorta the contrast medium divided, some of 
it going through the cesophagus into the stomach 
and the rest through an opening in the lower mediasti- 
num into the right pleural cavity. On the basis of 
this finding the patient was fed again through a 
gastric fistula. Later, sounding was resumed. At 
the end of three months the patient was able to eat 
normally and finally, after several complications, 
one of which necessitated a wide thoracotomy, all 
wounds became healed. Today the patient dilates 
the cesophagus daily and is entirely well. 

In the author’s opinion the successful outcome in 
this case was due to: (1) the extensive induration 
of the mediastinum produced by the deep cauteriz- 
ing effects of the alkali and the irritation of the 
sounding, which prevented the development of a 
diffuse mediastinal phlegmon, and (2) the imme- 
diate external drainage of the pus after the perfora- 
tion into the pleural cavity. When cicatrization and 
early drainage do not occur, perforation of the 
cesophagus into the pleural cavity can have a favor- 
able outcome only in the occasional case in which 
the resulting infection is not of a virulent type. 

In conclusion the author discusses the indications 
for roentgen examination in such cases and calls 
attention to a previously unrecognized sign of 
mediastinitis, a peculiar tracery of veins on the 
chest due to compression of the inferior vena cava 
by the exudate in the lower mediastinal cavity. 

Kemrr (Z). 


Turner, G.: Recent Advances in the Treatment of 
Carcinoma of the sophagus from the Sur- 
gical Aspect. J. Laryngol. & Otd., 1934, xlix, 297. 

The author has devised an operation to enucleate 
the oesophagus which he calls the “pull-through 
method.”’ It is performed in multiple stages. In one 
of the cases in which it was performed it was fol- 
lowed by a completely successful result. 

In the first stage an exploratory laparotomy is 
done to rule out secondary deposits in the liver and 
extension of the malignant growth to the glands 
along the lesser curvature of the stomach. At the 
same time a gastrostomy is performed. 

In the first step of the second operation the 
abdomen is reopened by a midline incision carried 
high up between the left costal margin and the 
xyphisternum, and the abdominal portion of the 
cesophagus is exposed by detaching the left lobe of 
the liver from the diaphragm and turning it to the 
right. A quantity of ‘2 per cent novocain solution is 
then injected around the lower cesophagus to distend 
the surrounding cellular space. The peritoneum over 
the cesophagus is incised and the enucleation is 
begun by introducing the forefinger through the 
hiatus and working it up around the tube. 

In the second step, a transverse or oblique incision 
is made just above the left clavicle, the sterno- 
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mastoid muscle.is divided, and the cervical cesoph- 
agus is exposed by blunt dissection and separated 
with the finger as far down as possible. The cesoph- 
agus is then ligated and divided as low as possible, 
but at least 2 in. above the growth. The upper end 
of the oesophagus is brought out of the cervical 
incision and fixed to the skin without tension. The 
remainder of the incision is closed around it. 

In the third step, traction is exerted on the 
cesophagus from the abdomen. If the cesophagus 
cannot be withdrawn, further dissection is carried 
out with the finger while traction is maintained. 
Sometimes the introduction of the whole hand into 
the posterior mediastinum is necessary. At this 
stage one or both vagus nerves will probably be 
divided or torn. When the cesophagus is freed from 
its bed it is ligated at the cardia and cut away from 
the stomach. 

In the fourth step the open cesophageal tunnel is 
closed by suturing the left lobe of the liver over its 
mouth. The abdomen is then closed. 

In the case with a completely successful result 
which is reported by the author the cervical cesoph- 
agus was attached to the stomach at a later date 
by multiple operations in which use was made of a 
section of jejunum and a skin tube. 

Ear O. Latimer, M.D. 


MISCELLANEOUS 


Lastra, J. S.: Penetrating Wounds of the Thorax 
(Heridas penetrantes del t6rax). Cirug. ortop. y 
traumatol., 1934, li, 9. 


The treatment of penetrating wounds of the 
thorax has advanced considerably in the last few 
years. Knowledge of the physiology of respiration 
and of the heart is essential. Death may result from 
hemorrhage or pneumothorax. The pneumothorax 
may be of the open type or of the tension type. Ac- 
cording to Duval, the harm in the former comes from 
the entrance of air into the pleura due to the respira- 
tory movements of the thoracic wall and the dia- 
phragm and can be prevented by introducing a suit- 
able retractor in the wound and holding the pleura 
against the wound with forceps. 

In tension pneumothorax due to a tear in the lung 
acting as a valve, the lung should be sutured. In the 
type due to expiration under pressure, morphine in 
doses adequate to relieve the pain and favor normal 
respiration should be administered. Emphysema is 
a grave complication of tension pneumothorax. It 
should be treated by making an incision in the neck 
above the manubrium to allow the air to escape. 

Penetrating wounds of the thorax may be due to 
stabs or bullets. Patients with such wounds should 
be observed carefully as the treatment depends in 
great measure on the evolution of the condition. In 
some cases prompt surgical intervention is necessary, 
whereas in others conservative treatment is suffi- 
cient. In the former group are cases of serious ham- 
orrhage, cases of pneumothorax with a wide gap in 
the chest and grave symptoms, cases with large for- 
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eign bodies lodged in the viscera, and cases of multi- 
ple fractures of the ribs with penetration. 

In all cases not requiring immediate operation the 
thoracic wound should be closed hermetically, the 
patient put to bed, measures to combat shock insti 
tuted, and the pulse, respiration rate, and blood- 
pressure determined at frequent intervals. If nec- 
essary, roentgenograms may be taken with the port- 
able machine. 

If there is a wide gap in the thorax the lung should 
be inspected, the lesions treated adequately, and the 
thorax closed immediately even if the symptoms are 
alarming. Foreign bodies in the lungs should be re- 
moved as they frequently carry along pieces of cloth- 
ing which favor infection. In the operative cases 
with haemothorax the blood should be drained for if 
it is not removed it becomes slowly absorbed and fre- 
quently leaves marked thickenings in the pleura. In 
the cases treated expectantly, drainage should be 
resorted to in the presence of symptoms of compres- 
sion or infection. 

Cases of heart traumatism with symptoms of 
heart tamponade require prompt surgical interven- 
tion, for if this condition is not relieved in time death 
results from adiastole. 

Enlargement of the wound or an incision in the 
fifth intercostal space is considered preferable to the 
resection of ribs. However, to approach the heart or 
pericardium, a transverse incision with resection of 
the third and fourth ribs and sometimes of part of 
the sternum is best. For cases in which the pleure 
have not suffered and ample exposure of the heart is 
desired, Duval’s mediastinophrenolaparotomy is 
advised. W. H. Martinez, M.D. 


Sergent, E.: The Phrenic Nerve from the Stand- 
point of the Clinician (Le nerf phrénique vu par 
un clinicien). Arch. méd.-chir. de appar. respir., 
1934, 1X, I. 

A great deal has been written in recent years on 
the phrenic nerve, but the author thinks mistakes 
have been made with regard to the anatomy and 
physiology of this nerve and that our theories re- 
garding its sensory and motor functions and its 
effect on the capillary circulation of the lung must 
be revised. 

He doubts the occurrence of the phrenic neuralgia 
which has been described so frequently. He has 
seen patients in whom a pleuromediastinitis or a 
tumor of the mediastinum has brought about a slow 
or rapid paralysis of the phrenic nerve plainly visible 
on the screen without the slightest pain. He be- 
lieves that the importance of the diaphragm in the 
movements of respiration has been exaggerated, and 
that the movements of the lower ribs play a greater 
part than has been ascribed to them. If this is 
true, it furnishes an argument against the theory 
that phrenicectomy acts by immobilizing the lung. 
The fact that phrenicectomy is as effective in lesions 
of the apex of the lung as in those of the base, and 
the fact that the movements of the ribs are in- 
creased in paralysis of half of the diaphragm refute 
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the theory that phrenicectomy is a simple collapse 
therapy and suggest that its efficacy must be due 
to some factor other than collapse. In the author’s 
opinion this factor is a change in the capillary circu- 
lation of the lung—a vasodilatation with congestion 
bringing about a condition similar to that seen in 
patients with mitral stenosis, in whom pulmonary 
tuberculosis shows a slow development with a 
tendency toward sclerosis. This hypothesis is sup- 
ported by the occasional occurrence of hemoptysis 
or congestive attacks immediately after phrenicec- 
tomy and by the sudden arrest by phrenicectomy of 
hemoptysis which previously resisted all treat- 
ment. The phrenic nerve apparently contains 
sympathetic fibers and has direct or indirect con- 
nections with the chains of ganglia and the sympa- 
thetic network of the lungs. 
AupREY Goss Morcan, M.D. 


Launay, C.: The Phrenic Nerve as a Motor Nerve. 
Paralyses of the Diaphragm (Le phrénique nerf 
moteur; paralysies du diaphragme). Arch. méd.- 
chir. de appar. res pir., 1934, ix, 5. 

Some years ago Sergent noticed that when the 
diaphragm was paralyzed by section of the phrenic 
nerve there was a gradual return of motor function 
of the paralyzed side after a period ranging from a 
year to eighteen months. He asked Launay to find 
the explanation of this fact. 

Launay’s experiments showed that the motor 
nerves of the two sides of the diaphragm are ab- 
solutely independent of each other, and that the 
paralyzed side of the diaphragm is not re-innervated 
from the other side. They demonstrated also that 
section of the intercostal nerves does not paralyze the 
diaphragm, and that stimulation of these nerves 
does not move it. There was no evidence that the 
sympathetic fibers of the phrenic nerve act as 
motor fibers. Launay states that sympathetic 
fibers usually have a trophic, tonic, or vasomotor 
function and there is no reason to believe that they 
act otherwise in the phrenic nerve. 

He concludes that restoration of the motor 
function of the diaphragm after paralysis caused by 
section of the phrenic nerve is due to regeneration 
of the sectioned nerve. It does not take place if 
more than 12 cm. of the nerve is resected. 

Aubrey Goss Morcan, M.D. 


Launay, C.: The Phrenic Nerve as a Sensory Nerve 
(La phrénique nerf sensitif). Arch. méd.-chir. de 
Vappar. respir., 1934, ix, 13. 

The author describes physiological experiments 
carried out on human subjects to determine whether 
the phrenic nerve has any action as a sensory nerve. 
He found that the central part of the diaphragmatic 
pleura receives only sensory filaments from the 
phrenic nerve. All the rest of the diaphragmatic 
pleura and the parietal pleura are innervated by the 
intercostal nerves. The phrenic nerve sends sensory 
filaments also to the subdiaphragmatic and lumbar 
peritoneum. 


Any stimulation of the sensory territory and any 
stimulation of the trunk of the nerve itself at any 
level cause reflex pain in the following sensory re- 
gions: the subclavicular region, the regions above 
and below the spine of the scapula, the stump of the 
shoulder, and the neck up to the mastoid. This 
territory is innervated by the third and fourth pairs 
of cervical nerves. 

Secondary phrenic neuralgia is frequent, but has 
only two symptoms: spontaneous shoulder pain and 
supraclavicular pain. The symptoms generally at- 
tributed to phrenic neuralgia are generally caused 
by lesions of the intercostal nerves. Primary phrenic 
neuralgia is extremely rare and not well defined. Its 
characteristics are not in harmony with the physio- 
logical facts demonstrated with regard to the nerve 
and require further study. The absence of pain in 
the majority of cases in which the phrenic nerve is 
injured by mediastinal diseases is paradoxical. 

AupreEY Goss Morcan, M.D. 


Sergent, E., Launay, C., and Longuet, Y. J.: The 
Phrenic Nerve as a Sympathetic Nerve (Le 
phrénique nerf sympathique). Arch. méd.-chir. 
de l’appar. respir., 1934, ix, 31. 

There is an anastomosis between the phrenic and 
the sympathetic nerves at the base of the neck and 
another in contact with the diaphragm. No doubt 
there are sympathetic fibers in the phrenic nerve, 
and it is probable that they are responsible for some 
of the effects of phrenicectomy. The action of 
phrenicectomy is generally believed to be mechan- 
ical, being attributed to the rise of the diaphragm 
and the reduction of the size of the lung. However, 
the authors’ extensive experience with the operation 
has shown that these mechanical factors do not 
explain all of the results. Immobility of the di- 
aphragm and compression of the lung are not con- 
stant. In some cases there is a postoperative move- 
ment of the ribs allowing greater lateral displace- 
ment of the lung which acts as a substitute for the 
abolished vertical movement. Occasionally cure 
occurs so suddenly that it cannot be due to com- 
pression of the lung. In some cases the diaphragm 
hardly rises at all, yet the therapeutic results are 
excellent. The authors regard it as probable that 
these paradoxical results are due to the action of the 
sympathetic nerve. They discuss the findings of 
other investigators and give a bibliography on the 
subject. Auprey Goss MoreGan, M.D. 


Frank P.: A Contribution to the Question of 
Hiatus Herniz (Beitrag zur Frage der Hiatusher- 
nien). Frankfurt. Ztschr. f. Path., 1933, xlvi, 231. 


The author calls attention to the 3 types of hernia 
of the diaphragm distinguished by Akerlund: (1) 
hiatus hernia with a congenitally short cesophagus, 
reposition of which is impossible; (2) para-cesophag- 
eal hernia; and (3) acquired true hernia of the ceso- 
phageal hiatus. 

The third type is the one under dispute. Von 
Bergmann, Schatzki, and others saw it not infre- 
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quently. Sauerbruch, Chaoul, and Adam consid- 
ered it only a functional manifestation of the lower 
part of the cesophagus occurring during the act of 
swallowing. The points in dispute have not as yet 
been elucidated by pathologico-anatomical studies 
Anders, Neumann, Koeppen). 

The author reports the findings of a study of the 
topography of the oesophageal hiatus in 400 cadav- 
ers. In 350 of the cadavers the mobility of the 
cesophagus was tested, but only when the stomach 
was empty and relaxed. Only 10 were studied by 
the method of Anders and Bahrmann on the freshly 
contracted, filled stomach with increased pressure 
in the abdomen (elevation of the pelvis). Frank 
attempted to answer the following questions: 

1. Is it possible that, with the proper technique 
of examination, the cesophageal orifice of the stom- 
ach can be displaced above the diaphragm into the 
thoracic cavity? 

2. Does there occur an acquired true hernia of the 
cesophageal hiatus such as that recognized by Aker- 
lund? 

By roentgen examination it is possible to deter- 
mine only whether gastric mucosa lies above the 
diaphragm; not whether there is a pathological bulg- 
ing of the peritoneum, a true hernia. 

The cesophageal hiatus is formed by the paired 
crus mediale of the lumbar portion of the diaphragm. 
Che author found the following 4 types: (1) muscle 
bundles crossing each other in front of their points 
of insertion; (2) muscle bundles converging and 
uniting in the center of the centrum tendineum; (3) 
muscle bundles converging, but inserted into the 
centrum tendineum separately; and (4) muscle bun- 
dles diverging. These types of muscle-bundle ar- 
rangement are not related to the age of the subject. 

In the examination of 200 cadavers attention was 
paid to sex and body type. The hiatus of Type 1 was 
the most common, especially in individuals with an 
epigastric angle equal to, or less than, a right angle. 
The hiatus Type 2 and that of Type 3 were found 
with about equal frequency in individuals of a short, 
stocky build. The hiatus of Type 4 was rare and 
nearly always associated with spinal deformities. 

The hiatus ranged in length from 4 to 8 cm., and 
in width from 3 to 4 cm. 

In 54 of 350 cadavers the mobility of the cesopha- 
gus was more than 1 cm. It increased with the age 
and the pyknic character of the body. In 8 cadavers, 
definitely gastric mucosa was found above the dia- 
phragm, but as the peritoneum was in the normal 
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position the condition was not a true hernia. In only 
3 cadavers did the findings agree with those de- 
scribed by Akerlund. In these, a true hernial sac 
ranging in size from that of a small apple to that of a 
small child’s head was found. The cadavers ranged 
in age from seventy-seven to eighty-five years. 
However, the displacement as regards the protrusion 
of the peritoneum was transitory, occurring only 
when the intra-abdominal pressure was marked 
and the tissues at the hiatus were yielding. As the 
studies were made on the lax stomachs of cadavers 
there was no doubt of the presence of hernial aper- 
tures. Although Neumann found peritoneum above 
the diaphragm in none of 250 cadavers and therefore 
denied the occurrence of true herniw, Frank cannot 
agree with Neumann’s conclusion. He admits, how- 
ever, that such hernie are rare and believes that 
most of the herniz which Schatzki found in 73.3 per 
cent of cadavers were pseudo-herniz. 

Frank studied also the form of the lower end of the 
cesophagus and the position of the junction of the 
cesophageal and gastric mucosa. His findings agree 
with those of Anders, von Hayek, and Neumann. 
He states that at an early age the lower end of the 
cesophagus is oval, but later becomes more bell- 
shaped. A sharp demarcation of the end of the 
cesophagus by an orally directed sulcus hiaticus and 
a cardially directed sulcus cardiacus was frequently 
observed. In the majority of cases the junction of 
the oesophageal and gastric mucosa was at the level 
of the sulcus cardiacus. The lower end of the 
ossophagus was sometimes epiphrenal, sometimes 
endophrenal, and sometimes hypophrenal. The 
course of the peritoneum and of the connective- 
tissue elastic membrana phreno-cesophagealis on 
which the peritoneum lies also showed variations. 
In 11 cadavers a displacement of the peritoneum 
into the thoracic space could be demonstrated. 

With regard to para-cesophageal hernie the au- 
thor states that the upward bulging of the perito- 
neum does not occur in a uniformly circular manner 
around the cesophagus, being more pronounced on 
the anterior and lateral segments of its circumfer- 
ence than on the posterior segment, and that per- 
haps even in these hernia the transition is more 
transitory than has been assumed heretofore. He 
rejects the theory of Sauerbruch that broad mus- 
cular bands unite the cesophagus organically with 
the diaphragm. He has never seen such a union. He 
states that the cesophagus is not fixed, but very 
mobile. FRANz (Z). 
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ABDOMINAL WALL AND PERITONEUM 


Consiglio, V.: Congenital Superficial Inguinal 
Hernia—the Hernia of Kuester (L’ernia inguino- 
superficiale congenita—ernia di Kuester). Clin. 
chir., 1934, X, 342. 

In 1886 Kuester described a form of congenital 
hernia with the following characteristics: 

1. The hernial sac is a peritoneal diverticulum in 
which are contained the testis and spermatic cord. 
Therefore it is exclusively a congenital hernia. The 
orifice of the hernia is wide and crosses the ab- 
dominal wall from before backward. 

2. The testis has not descended into the scrotum. 
As a rule it lies near the external inguinal ring, but 
at times a considerable distance from it. The testis 
is always ectopic. 

3. The testis is always atrophic, and the sper- 
matic cord is usually shorter than normal. 

4. The hernial sac is covered exclusively by the 
skin and the thinnest superficial fascia. The in- 
fundibuliform fascia and the cremaster muscle are 
lacking internally or are incompletely developed. 

Consiglio reviews thirty-five cases of this hernia 
which were treated at the General Surgical Clinic 
of the Royal University of Pisa during a period of 
twelve years. He believes that such cases are not 
so rare as is suggested by the infrequency of re- 
ports regarding the condition. He discusses in de- 
tail the classification, pathogenesis, pathological 
anatomy, evolution, and symptoms of the hernia. 
He states that the presence of such a hernia should 
be considered when there is a pre-inguinal or crural 
swelling associated with absence of the testis from 
the scrotum on the same side. In cases of peri- 
inguinal hernix, which are by far the most fre- 
quent, important diagnostic information is fur- 
nished by the path taken by the herniated viscus 
on manual reduction. In cases of oblique external 
hernia the viscus is reduced only if it is pushed 
from the base upward and from within outward, 
whereas in cases of Kuester’s hernia reduction is 
brought about only when the herniated viscus is 
pushed inward from without and from above paral- 
lel with the inguinal ligament. To be certain that 
the swelling is superficial the patient should be told 
to contract the abdominal muscles. This will show 
whether it lies above or below the musculo-aponeu- 
rotic plane. The diagnosis from simple ectopic testis 
may be difficult. In the differentiation from crural 
hernia the position of the testis may help. 

The treatment is always surgical. In the thirty- 
five cases reviewed by Consiglio favorable results 
were obtained from a modified Bassini operation 
with fixation of the testis in the scrotum. 

EvuGENE T. Leppy, M.D. 


GASTRO-INTESTINAL TRACT 


Pigalev, J.: The Genesis of the Ulcer Process in the 
Gastro-Intestinal Tract (Zur Frage ueber die 
Genese der Geschwuerprozesse im Magendarmkanal). 
Arch. biol. nauk., 1932, xxii, 40. 

The author accepts the theory of Speranskij that 
certain local pathological processes are caused by a 
disturbance of coordinated function of the nerve 
centers. He states that early disturbances of the 
nervous system frequently result from local periph- 
eral foci and for some time are limited to nerve 
segments. Later the process may extend to other 
parts of the nervous system (generalization of 
peripheral dystrophia). 

In experiments on twenty dogs which were 
carried out by Pigalev an incision was made from the 
base of the nose to the second or third cervical 
vertebra, the soft tissues were displaced laterally 
on both sides, and a wide lateral trephination was 
done. The dog’s mouth was then widely opened 
and all of the nerves and blood vessels at the base 
of the skull were drawn downward. The cerebro- 
spinal fluid was removed by suboccipital puncture 
and the hypophysis exposed by making a T-shaped 
incision in the dura and pushing the brain to the 
opposite side. A glass semicircle was then intro- 
duced about the hypophysis so that the open end of 
the glass rested at the side of the hypophysis and the 
arc of the glass touched the adjacent part of the 
brain (the posterior part of the tuber cinereum and 
substantia perforata posterior). The advantage of 
this technique is the absence of bleeding. 

The author divides the experimental animals into 
four groups: (1) dogs which died within from 
twenty-four to forty-eight hours, (2) dogs which 
showed gradually developing disturbances and died 
after from one to four weeks, (3) convalescent dogs 
which eventually died of a periodical dystrophia, 
and (4) dogs without postoperative effects. 

In the dogs of Group 1 the findings consisted of 
softening of the gingive, ulceration of the mucous 
membrane of the mouth, and extravasations into 
the gastro-intestinal tract. The most marked 
hemorrhagic extravasations occurred in the pyloric 
portion of the stomach, the first part of the duode- 
num, the region of ileocecal valve, and the mucous 
membrane of the rectum. The rest of the gastro- 
intestinal tract was normal. 

In the dogs of Group 2 the findings were a tend- 
ency toward bleeding and softening of the gingive, 
thin, hemorrhagic stools, and similar hemorrhagic 
changes in the gastro-intestinal tract. 

In the dogs of Group 3 these findings were 
definitely diminished after convalescence. Necropsy 
showed, besides the oral changes, hemorrhagic 
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extravasations similar to those in the other groups. 
In addition there were, in the same areas, erosions 
and ulcers of the mucous membrane and smooth 
scars indicative of healing in previously ulcerated 
areas. The dogs of this group died from very minor 
additional irritation caused by the injection of an 
emulsion of dead typhoid bacilli. The clinical pic- 
ture following such an injection was exactly similar 
to that noted in the cases of the dogs of the other 
groups (gingival changes, intestinal hemorrhage, 
and thin, hemorrhagic stools). 

The control dogs showed no effects from injections 
of the emulsion. 

The author demonstrated that a disturbance of 
the tuber cinereum or substantia perforata posterior 
always leads to a series of dystrophic changes in the 
periphery (gastro-intestinal tract). He concludes 
that disturbances of the physiological condition 
result from perversion of function of nerve cells. 
Similar intestinal changes were observed by Lyssa. 
[he author has observed the same clinical picture 
ind similar localization of hemorrhages in patients 
who died of brain tumors. He calls attention to 
the fact that very similar phenomena are noted in 
cases of poisoning by the salts of heavy metals, and 
concludes that ulcer disease and gastro-intestinal 
hemorrhage occur in definite areas where car- 
cinoma is also most frequent. He states that the 
phenomena do not depend on the character of the 
irritation—the latter may be varied (brain tumor, 
intoxication, and burns)—but is secondary to a 
definite type of dystrophic nerve process which may 
be latent in the nervous system. A. SEBOLD (Z). 


Wilkie, D. P. D.: The Surgical Aspects of Dyspepsia. 
Practitioner, 1934, CXXxii, 417. 


In some cases of dyspepsia a history of previous 
good health with onset of the dyspepsia following 
worry, a chill, loss of sleep, or a dietetic indiscretion 
makes it possible, with little difficulty, to make a 
diagnosis of a functional disturbance which will yield 


readily to treatment. In other cases the general 
appearance of the patient may furnish the clue to 
the nature of the condition as the facies of the phthis- 
ical patient will suggest the dyspepsia of tuberculous 
disease whereas slight puffiness of the face associated 
with headache, giddiness, and a high-tension pulse 
will suggest the dyspepsia of renal disease. In the 
cases of men over fifty years of age the gastric dis- 
turbances associated with backward pressure on the 
kidneys must be borne in mind and it is necessary to 
determine the function of the bladder and the condi- 
tion of the prostate. In the thin asthenic type of 
female a general visceroptosis and lack of tone of the 
abdominal muscles may be the only discoverable ab- 
normalities. If no general conditions such as those 
cited can be found the following questions must be 
answered: 

1. Are the symptoms dependent upon an organic 
lesion of the stomach or duodenum or are they reflex 
from a disease or disorder of some other abdominal 
organ? 
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2. If an organic disease is present, can it be treated 
successfully by medical measures or will surgery be 
necessary ? 

The author discusses the diagnosis of the various 
lesions commonly causing dyspepsia and briefly re- 
views the indications for their surgical treatment. 

PEPTIC ULCER 

Whereas some peptic ulcers give rise to very few 
symptoms until their presence is manifested by per- 
foration or hemorrhage, patients suffering from pep- 
tic ulcer generally give a very characteristic history 
of intermittent dyspepsia. It is seldom that an ulcer 
does not cause attacks of indigestion lasting for sev- 
eral weeks with intervals of freedom from symptoms 
lasting for several months. Regularly periodic indi- 
gestion is rare in the absence of ulcer. As a rule the 
attacks of pain are at first very definite. They last 
two or three weeks, come on with clock-like regu- 
larity at a definite time after the ingestion of food, 
and sometimes waken the patient at night. In long- 
standing cases the symptoms become less severe but 
more constant. In cases of duodenal ulcer, vomiting 
is rare, whereas in cases of gastric ulcer it is common. 
A history of irregular and capricious pains associated 
with flatulence suggests that the gastric symptoms 
have a reflex origin. 

In the first or second attacks of dyspepsia of the 
ulcer type it is justifiable to treat by dietary and 
medicinal measures without further investigation, 
but in cases of frequently recurring attacks with evi- 
dence of stenosis or a history of hemorrhage a fuller 
investigation is necessary. Lengthening of the at- 
tacks, increasing flatulence, a sense of fullness after 
the ingestion of food, the occurrence of vomiting in 
the evening or during the night, and a large splashing 
stomach may indicate a stenosis. 

A few years ago there was a strong reaction against 
surgical measures in the treatment of peptic ulcer 
and in favor of prolonged medical treatment. This 
was due to the numerous poor results which followed 
the indiscreet use of surgery as a quick method of 
treatment. Today, surgery is employed more fre- 
quently, but is used with deliberation and discrimi- 
nation. The treatment of peptic ulcer is primarily 
and essentially medical, but there are certain condi- 
tions which render surgery necessary. These are: 
(1) stenosis with dilatation of the stomach and gas- 
tric stasis, (2) persistent recurrence of symptoms 
after medical treatment, (3) inability of the patient 
to carry out adequate medical treatment, and (4) 
the occurrence of two or more hemorrhages. In 
cases of gastric ulcer another indication for surgery 
is the possibility of the occurrence of malignancy ina 
large, chronic, and penetrating ulcer. In such cases 
operation usually performed is partial gastrectomy. 

The feature of ulcer which frequently first raises 
the question of surgery is hemorrhage. The general 
belief that hemorrhage from a peptic ulcer is rarely 
fatal is not supported by the evidence. Bulmer found 
a mortality of 11.5 per cent in cases of hematemesis 
from peptic ulcer. The death rate is twice as high in 
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the cases of males as in those of females. In cases of 
repeated hamatemesis or melezna leading to prostra- 
tion, especially in males, the advisability of surgical 
intervention should always be considered. Next to 
operation, the most effective method of stopping 
hemorrhage and maintaining the patient’s strength 
is blood transfusion. In the severe case this should 
always be tried first. Operation should be advised 
if it fails. Operation should always be considered 
when two attacks of pronounced bleeding have 
occurred. 
GASTRIC CARCINOMA 

Of all forms of carcinoma which the surgeon is 
called upon to treat, carcinoma of the stomach is the 
most disheartening as its onset and early stages are 
so insidious that the patient does not seek advice 
until the lesion is well established. Moreover, the 
vascularity of, and free lymph drainage from, the 
stomach and the periodical vascular congestion of 
the stomach following meals favor early spread of 
the condition with the formation of glandular, peri- 
toneal, and hepatic metastases. If the carcinoma 
begins at the pylorus, the symptoms and signs of an 
obstructive lesion may cause the patient to seek 
treatment early enough for successful extirpation of 
the growth. However, in the majority of cases the 
tumor begins proximal to the pylorus, obstruction is 
not a usual feature, pain is absent in the early stages, 
and the only symptoms may be a loss of energy, 
appetite, and weight. It is therefore essential to 
bear the possibility of gastric carcinoma in mind in 

_ the case of a patient complaining of vague symptoms 
of ill health and ill-defined dyspepsia. 

The examination should always include: (1) a test 
meal to ascertain whether free hydrochloric acid is 
present, and (2) a roentgen examination. The latter 
will often reveal a carcinoma long before the clinical 
picture. Unless there is very clear evidence of exten- 
sive metastases, it is well to explore the abdomen in 
cases of gastric carcinoma. Sometimes the growth 
will be found less extensive than was expected and 
resection will be possible. Occasionally, if pyloric or 
duodenal obstruction is present, a short-circuiting 
operation will give months of comfort. Even when 
nothing at all can be done, the exploration is often 
followed by temporary improvement. 


REFLEX DYSPEPSIA 


Recently there has been considerable controversy 
as to the occurrence of such a pathological entity as 
chronic appendicitis. While the appendix has often 
been sacrificed needlessly because of diagnostic per- 
plexity, the author believes that chronic inflamma- 
tion of the appendix not only occurs, but often gives 
rise to chronic and troublesome dyspepsia. The char- 
acteristic features of the dyspepsia due to chronic 
appendicitis are irregularity of its incidence, absence 
of the distinct periodicity of the dyspepsia of ulcer, 
discomfort after the ingestion of certain foods, and 
possibly an occasional ache or discomfort in the right 
lower*quadrant of the abdomen. Examination fre- 
quently reveals a dirty tongue, absence of tenderness 


in the epigastrium, definite tenderness in the right 
iliac fossa, and the occurrence of vague pain in the 
epigastrium when pressure is made over the appendix. 

Fluoroscopic examination is helpful as it usually 
shows an irritable stomach with slight delay in emp- 
tying and a spastic duodenal cap. Frequently it re- 
veals also some spasticity in the lower coils of the 
ileum and definite tenderness over the cecum. The 
appendix, which empties slowly, may present an ir- 
regularly segmented shadow. However, the indirect 
evidence is more valuable. In some cases it is advis- 
able to carry out also a gall-bladder dye test as it is 
necessary to determine not only whether the appen- 
dix is diseased but also whether it is the sole cause of 
the dyspeptic trouble. When there is evidence of 
disease of the appendix it is useless to continue med- 
ical treatment for the indigestion until the appendix 
is removed. 

The statistical records of the gastro-enterological 
departments of several American hospitals show that 
gall-bladder disease is among the most frequent 
causes of dyspepsia. In women it is the first cause. 
While it is most common in middle-aged, stout, mul- 
tiparous women, it may occur in women of all ages 
and of all types, including those of the spare, as- 
thenic, and visceroptotic build. 

The characteristic features of gall-bladder dyspep- 
sia are discomfort immediately after the ingestion of 
food, flatulence, and a sensation of distention in the 
upper part of the abdomen. The taking of cooked 
fat in any form usually causes discomfort and some- 
times precipitates an attack of acute pain. Aching 
in the right shoulder blade, often described as rheu- 
matism, is common. Acute pain at the tip of the 
right shoulder is significant, but occurs only occa- 
sionally. Aching pain under the right costal margin, 
especially after a chill or on active exertion, and a 
variable tenderness to touch in this region are char- 
acteristic. A history of acute attacks with malaise, 
fever, a faint tinge of jaundice, and pronounced 
tenderness below the ninth costal cartilage point to 
recurring attacks of obstructive cholecystitis from a 
stone blocking the cystic duct or the neck of the gall 
bladder. Definite jaundice associated with pain, 
rigor, fever, and loss of weight indicates the presence 
of a stone in the common duct. 

The indications for surgical treatment in biliary 
dyspepsia are: (1) recurring attacks of colic indicat- 
ing the presence of stones, (2) an attack of acute 
obstructive cholecystitis, (3) persistent dyspepsia in 
spite of the avoidance of fats and the taking of drugs 
to promote a flow of bile, (4) symptoms of stone in 
the common bile duct, and (5) evidence of secondary 
toxic effects such as chronic rheumatism and cardiac 
disorders. 

As surgery of the biliary passages has now become 
safer and more successful than surgery of any other 
abdominal organ and as we know that the late com- 
plications of biliary infection are numerous and often 
fatal, it is difficult to justify prolonged expectant 
measures when a diagnosis of cholecystitis with gall 
stones is made. On the other hand, before a patient 
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with biliary disease is subjected to operation the 
general condition must be improved as much as pos- 
sible. Persons with biliary disease are usually stout 
and often breathless on exertion. A reducing diet 
and regulated exercise for a period of three months 
should be prescribed and supervised. Such treat- 
ment makes operation both safer and easier. 
MULTIPLE LESIONS 

It must always be borne in mind that lesions may 
be present simultaneously in the stomach, duode- 
num, gall bladder, and appendix. A clinical picture 
which would otherwise be confusing may become 
clear if we remember that the abdominal triad of 
lesions—duodenal ulcer, cholecystitis, and chronic 
appendicitis—is by no means uncommon. The author 
has operated on about thirty cases in which the duo- 
denum, gall bladder, and appendix were diseased and 
has repeatedly found that a streptococcus could be 
grown from each of the lesions. He states that failure 
to deal with all of the lesions may lead to persistence 
of the symptoms and bring discredit to surgery. 

Joun J. Matoney, M.D. 


Chaves, P. R., and Amado, L. D.: The Method of 
Multiple Extractions of Gastric Juice (O 
método das extraccées miltiplas do suco gistrico). 
Arg. de patol., 1933, V, 377. 


The authors discuss the histological physiology of 
gastric secretion, describing the glands of the differ- 
ent regions of the stomach and outlining the differ- 
ent phases of digestion. They then review and criti- 
cize the older methods of studying gastric secretion 
and describe their own method which consists in 
fractional removal of portions of the gastric contents 
every twenty minutes for from two and a half to 
three hours. Their object is to obtain information 
regarding not only the acidity, but also the motility, 
the evacuation time, the amount of secretion, and 
the chloride content. They use Sahli’s bouillon made 
of egg yolks and Liebig’s beef extract, which is an 
intense stimulant of gastric secretion. They leave 
out the potassium iodide which Sahli adds. 

They describe and illustrate nine types of curve 
obtained in this way, giving with each graph a brief 
résumé of the clinical history. 

The curve of Type 1 is the normal curve (Reh- 
fuss’ isosecretory type). This may be seen also in 
cases of abdominal disease without inflammatory 
involvement of the duodenum, cases of ulcer of the 
lesser curvature of the stomach, and cases of gastric 
catarrh, The lesser curvature of the stomach is evi- 
dently not very easily stimulated. The occurrence of 
clinical signs of gastric ulcer with a normal type of 
curve indicates an uncomplicated ulcer of the lesser 
curvature. An abundance of mucus and the presence 
of cells from the gastric mucosa or the gall bladder 
sometimes are of aid in the localization of the proc- 
ess. If free hydrochloric acid is absent or appears 
too late, the curve should not be classified in this 
group even though the peak of total acidity is normal 
(60-70). If the descending branch of the curve does 
not come down to the normal level, but is prolonged 
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in a horizontal line, the curve indicates abnormal 
excitability during the intestinal phase of digestion. 
Curves of this type are seen in cases of pyloroduode- 
nal inflammation with or without ulcer, but they are 
not sufficient for the diagnosis of such inflammations 
unless there is an unusual intestinal phase. 

The curve of Type 2 is the hyperacidity curve. If 
the hyperacidity is not extremely high and falls 
again quickly, it has no pathological significance. If 
it is 100 or more, it almost always indicates irrita- 
tion of the antral region and less frequently of the 
duodenum even if it falls again at the end of the 
experiment. Curves of this type are more significant 
if the descending branch stops after three hours at a 
value below normal or if, after a partial fall, it be- 
comes more or less horizontal at quite a high level. 
Under such circumstances free hydrochloric acid is 
present from the beginning of the experiment and 
there is a large volume of very acid fasting-stomach 
contents. Sometimes the descending branch shows 
a final rise. Sometimes pyloroduodenal ulcer with 
hypersecretion and hyperacidity is indicated by a 
curve of this type. 

The curve of Type 3 is a biphasic curve charac- 
terized by two curves in the same digestive period. 
Free hydrochloric acid appears early and follows the 
total acidity. These curves indicate a separation of 
the two phases, the psychic and gastric phases taken 
together and the intestinal phase. In some curves in 
this group there is a second elevation without the 
appearance of a descending branch in the three hours 
of observation. The final rise in certain curves of 
Type 3 is due to insufficient neutralizing factors 
with very energetic gland stimulation. This third 
type is associated with inflammatory and ulcerous 
lesions of the antrum and duodenum. 

The curve of Type 4 is the descending curve. The 
acidity rises progressively for two hours or even to 
the end of the experiment. Free hydrochloric acid 
appears early. The curve of this type indicates 
pyloroduodenal irritation and periduodenitis. It 
may occur also in obstruction of the pylorus if there 
is a marked hypersecretion. Under such circum- 
stances there may be transitions to the high plateau 
type and the stair-case type of curve. 

The curve of Type 5 is the stair-case curve. This 
is an ascending but broken curve. In the cases in 
which it is found hemorrhages are not unusual. It 
is seen in pathological cases similar to those in which 
the curve of Type 4 occurs. 

The curve of Type 6 is the plateau curve associ- 
ated with hypersecretion. After a more or less rapid 
ascent up to a normal or higher than normal level, 
the line for total acidity continues horizontally. As 
a rule some of the soup is found in the stomach 
throughout the experiment although free hydro- 
chloric acid appears relatively early. The plateau 
type of curve is seen in cases of stasis from hypo- 
motility, dilatation, or stenosis of the pylorus. Cer- 
tain very high plateau curves indicate simply great 
secretory excitability of the stomach or duodenum 
without retention. 
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The curve of Type 7 is an isosecretory or plateau 
type of curve not associated with free hydrochloric 
acid. It signifies retardation of evacuation and indi- 
cates the response of secretion to the direct action of 
the Liebig extract and to psychic stimulation. 
Therefore it rises. Lack or obliteration of the intes- 
tinal reflex and perhaps of the antral reflex results in 
a final hyposecretion. If the stomach contents are 
not evacuated the curve does not fall and is of the 
plateau type. When there is intense neutralization 
or sufficient evacuation of the stomach contents oc- 
curs, the curve is of the isosecretory type. Such 
curves are seen in cases of pancreatitis, cholecystitis, 
cancer, and serious anemia. In the use of other test 
meals hypochlorhydric or anchlorhydric curves 
would be obtained and it would be impossible to de- 
termine the extent to which the glands respond to 
direct and indirect stimuli. 

The curve of Type 8 is the curve of hypochlor- 
hydria or anchlorhydria similar to the curves seen 
after other test meals. It is rarely seen after the 
Sahli meal. It may show an initial rise indicating 
the capacity of the fundal glands to secrete acid. It 
is observed in conditions similar to those producing 
the curve of Type 7. 

The curve of Type 9 is the curve of retarded di- 
gestion or psychic achylia. A high beginning rise is 
followed by a secondary elevation due to exaggera- 
tion of duodenal excitability. The curve is of the 
reflex type from pyloroduodenal inflammation or 
ulcer. It is very rare after the Sahli meal. 

In conclusion the authors state that these curves 
are not pathognomonic, being modified by patho- 


logico-anatomical lesions. They discuss the various 
modifying factors in detail in connection with the 


cases reported. Aubrey Goss Morean, M.D. 

Nédelec, M.: Tuberculosis of the Stomach (La 
tuberculose de l’estomac). Arch. frauco-belges de 
chir., 1933-1934, XXxiv, 76. 

The author discusses tuberculosis of the stomach 
especially from the pathological aspect. He reports 
the case of a patient with pyloric obstruction due 
to an inflammatory mass for which a posterior 
gastro-enterostomy was done. During the first 
month after the operation there was considerable 
improvement, but later the epigastric pain, weak- 
ness, and diarrhoea recurred. At a second laparot- 
omy the pylorus was removed. The inflammatory 
mass was found to have disappeared, leaving only 
an ulcer with fibrosis, but enlargement of the re- 
gional lymph nodes was still present and the duode- 
nal mucosa was thickened and involved by tuber- 
culous granulations. The diagnosis was made by 
histological examination of the tissue. The patient 
died forty-eight hours after the second operation. 

Tuberculosis of the stomach is rare. It is most 
frequent before the age of thirty-five years. It is 
manifested clinically by the symptoms of a rapidly 
progressing stenosis of the pylorus. While cold 
abscess of the stomach has been reported twice and 
there are descriptions of a diffuse form of gastric tu- 


berculosis resembling linitis plastica, the common 
pathological types are the ulcerating and the hyper- 
trophic. The author discusses the frequency, symp- 
toms, pathology, and diagnosis of these two forms. 
He concludes that the findings are easily confused 
with those of gastric ulcer or carcinoma. The diagno- 
sis is generally made by histological examination of 
the removed tissue. A clinical diagnosis is excep- 
tional. 

Nédelec reviews fifty-seven surgically treated 
cases collected from the literature. He states that 
resection of the pylorus is probably the procedure of 
choice. Natuan A, Womack, M.D. 


Rieder, W.: Pathological Changes of the Nerves of 
the Stomach in Cases of Gastric and Duodenal 
Ulcer (Pathologische Veraenderungen des Nerven- 
apparates im Magen bei Ulcus ventriculi und duo- 
deni). 58 Tag. d. deutsch. Ges. f. Chir., Berlin, 1934. 


To obtain a clear picture of the pathological 
changes occurring in the intramural nerves in cases 
of ulcer, Rieder made histological studies in a large 
number of the cases in which gastric resection has 
been done at the Eppendorf Clinic since 1931. The 
staining method of Gross was used. Attention was 
directly chiefly to the parts of the resected specimen 
at a distance from the ulcer. Altogether, examina- 
tions were made in seventy-one cases of ulcer of the 
stomach and duodenum, nine of perforated ulcer, six 
of gastritis, five of gastric carcinoma, and three in 
which no pathological changes were discovered in 
the specimen. 

While in the normal stomach the ganglion cells of 
the Auerbach and the Meissner plexus show patho- 
logical change only here and there, all of the seventy- 
one gastric specimens from cases of ulcer examined 
by Rieder showed a more or less marked diffuse 
ganglion-cell degeneration. 

In the cases of perforated ulcer the findings were 
similar to those in cases of chronic ulcer. While in 
‘most of the former the ganglia showed a larger num- 
ber of normal cells, it could not be said that the 
 giaaaae itself was less in the cases of perforated 
ulcer. 

In the cases of gastritis the cell and nerve changes 
were the same as those found in the cases of true 
ulcer, but as a rule were less marked than in the 
latter. 

In the cases of carcinoma the degree of the cellular 
changes was dependent upon the extent of the inva- 
sion and the condition of the ulcer. The changes 
were marked even in areas at a distance from the 
carcinoma when the lesion had broken down and 
had become secondarily infected. In a beginning 
small carcinoma of the pylorus they were relatively 
slight. 

Of special interest were the findings in the three 
resection specimens in which neither macroscopic 
nor microscopic examination revealed evidence of 
gastritis. All three of the patients from whom these 
specimens had been removed had an ulcer history 
of a year’s duration and were referred to the surgeon 
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after the failure of medical therapy by internists. 
Although the usual methods of examination dis- 
closed no abnormality, the Gross technique demon- 
strated pathological changes in the intramural plexus 
which were probably responsible for the persistent 
symptoms. As tempting as it is to consider the 
changes in these three cases, like those in gastritis, 
as forerunners of ulcer and to regard the cell and 
nerve degeneration found in cases of ulcer as having 
a causal relationship to the development of ulcer, 
the author admits that proof to support such a con- 
clusion cannot be obtained by morphological 
methods. However he believes that he will be able 
to explain their relationship by experimental in- 
vestigations. 

In the discussion of this report, SUNDER-PLAss- 
MANN stated that chromatolysis is always a sign of 
definite degeneration and therefore of definite 
pathological changes in the sympathetic ganglion 
cells. Although the findings of Stoehr and of Rieder 
indicate that in cases of gastric and duodenal ulcer 
the intramural nerves are always diseased in their 
entirety, Sunder-Plassmann has found that after 
inflammatory changes in the intestinal tract this is 
not always true. He showed a photomicrograph of 
an appendix in which it was clearly evident that 
while even after a single attack there were marked 
changes in the intramural ganglion cells within 
twenty-four hours, the terminal reticulum, which is 
of central sympathetic origin, presented no changes 
and showed itself to be in general very resistant. He 
believes that the changes in the ganglion cells, 
which are very easily demonstrable after a single 
attack, are irreversible and, by reducing the motility 
and therefore the automatic emptying capacity of 
the appendix, favor recurrence. (Z). 


Makkas, M.: Perforation of Postoperative Peptic 
Ulcer of the Jejunum into the Free Peritoneal 
Cavity (Die freie Perforation des postoperativen 
peptischen Jejunalgeschwuers). Beitr. zs. klin. Chir., 
1934, Clix, 61. 


This article is based on 131 cases of peptic ulcer 
of the jejunum perforating into the free peritoneal 
cavity which were collected from the literature. 
The author chose only cases which were reported 


in detail. He states that the incidence of such 
ulcers is doubtless very much higher than is sug- 
gested by this number as at least 170 cases have 
been reported. In general, however, jejunal ulcers 
perforate less frequently than gastric and duodenal 
ulcers. 

Perforation into the free peritoneal cavity occurs 
more often after anterior than after posterior gastro- 
enterostomy. This is easily explained by the ana- 
tomical relationships. As a rule jejunal ulcers per- 
forate less often than gastrojejunal ulcers. In the 
literature attention is frequently called to the fact 
that a perforating jejunal ulcer is often preceded 
by a perforating duodenal or gastric ulcer. Patients 
treated for perforation of a jejunal ulcer by simple 
closure of the perforation very often have another, 
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or more than one, perforation at the same site or 
develop a_new jejunal ulcer. In 16 of the cases re- 
viewed by the author there were 45 ulcer perfora- 
tions. In contrast to jejunal ulcers, gastric and 
duodenal ulcers very rarely perforate a second time. 
The explanation for the unusual behavior of jejunal 
ulcers is not known. In many of the cases reviewed 
an anterior gastro-enterostomy was performed pri- 
marily. 

In the treatment of jejunal ulcer perforating into 
the free peritoneal cavity simple suture with or 
without excision is to be considered. In cases so 
treated the mortality ranges from 22 to 2312 per 
cent and there is danger of subsequent perforation. 
In 7 of the cases reviewed degastrostomy was done. 
From his own cases and those reported in the 
literature, the author concludes that the radical 
method may be chosen when the patient’s general 
condition will permit it and the topical relationships 
will not render the operation too difficult. In 24 
cases treated radically the mortality was 8.3 per 
cent. WANKE (Z). 


Eliason, E. L., and Ebeling, W. W.: Catastrophes 
of Peptic Ulcer. Am. J. Surg., 1934, xxiv, 63. 


All the cases of duodenal and gastric ulcer recorded 
in the past ten years on Surgical Division C and in 
the Medical Clinic of the University of Pennsylvania 
Hospital and at the Philadelphia General Hospital 
were studied to determine the relative occurrence 
and mortality of “the 2 ulcer catastrophes, hamor- 
rhage and perforation.” Hamatemesis or melena 
occurred in 107 (19.5 per cent) of 546 cases of 
duodenal ulcer and in 36 (39.1 per cent) of 92 cases 
of gastric ulcer. In the 107 cases of acute hemor- 
rhage from duodenal ulcer there was 1 death. This 
was due to an erosion in the side of a large vessel 
running across the floor of a large calloused ulcer. 
In the 36 cases of acute hemorrhage secondary to 
gastric ulcer there were 3 deaths. The total of 4 
deaths in the 143 cases of bleeding ulcer made the 
non-operative mortality 2.7 per cent. 

The treatment of acute hemorrhage for gastric 
or duodenal ulcer consisted in general of bed rest, 
the administration of morphine, the passage of a 
Jutte tube which was gently flushed at hourly inter- 
vals, the withholding of nourishment by mouth, 
and the administration of physiological salt solution 
by hypodermoclysis and of tap water or salt solution 
by proctoclysis. Physiological salt solution with a 
5 to ro per cent content of dextrose was given pre- 
ferably by venoclysis. 

The low mortality of haemorrhage in medically 
treated cases, which did not even approach that of 
surgery in cases of ulcer without haemorrhage, led 
to the conclusion that early surgical intervention 
for acute hemorrhage is contra-indicated. 

Five hundred and forty-six duodenal and 183 
gastric lesions were reviewed with regard to the 
occurrence of perforation. Sixty (11.0 per cent) of 
the duodenal ulcers and 14 (7.6 per cent) of the 
gastric ulcers had perforated. Of the 74 patients 
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with perforations, only 1 was a female. Frank 
hematemesis occurred in 9 of 54 cases of ulcer. 
Perforation occurred with equal frequency through- 
out the year. Thirty of the perforated ulcers were 
closed with drainage of the peritoneal cavity, and 
3 were closed without drainage. Simple closure was 
therefore done in 33 (47 per cent) of the cases. In 
many, the ulcer was cauterized prior to closure. 
Gastro-enterostomy was added to simple closure in 
15 cases with drainage and in 9 without drainage, 
being therefore performed in 24 (34 per cent) of the 
cases. Drainage alone was done in ro cases in which 
the condition of the patient, the presence of a 
localized abscess, or failure to find the perforation 
made this procedure necessary. 

The gross mortality in the 74 cases of perforated 
ulcer was 45.9 per cent. As has been reported by 
others, the mortality of perforated lesions becomes 
progressively higher with an increase in the time 
elapsing between the occurrence of the perforation 
and surgery. 

Fifty per cent of the deaths in the cases reviewed 
were due to peritonitis, 14 per cent to pulmonary 
complications, and the rest to cardiac failure, 
intestinal obstruction, and unknown causes. 

This study demonstrated very definitely that 
gastrojejunostomy added to a simple closure does not 
affect the mortality if the procedure is carried out in 
selected early cases. 

The findings indicate also that medical treatment 
has the lowest immediate mortality in cases of 
acute exsanguinating hemorrhage from a bleeding 
gastric or duodenal ulcer, and that in cases treated 


by the average surgeon the immediate mortality is 
lowest when the treatment consists in simple closure 
with adequate drainage of the peritoneal cavity plus 
gastric drainage by means of a Jutte tube, adequate 
pulmonary exercise and the administration of suf- 


ficient fluid. SAMUEL J. FocEetson, M.D. 

Ravens, C.: Operative Treatment of Mechanical 
Ileus (Ueber die operative Behandlung des mech- 
anischen Ileus). Deutsche Ztschr. f. Chir., 1933, 
ccxli, 668. 

The author has collected 4309 cases of ileus which 
were treated in the Surgical Clinic of the University 
of Kiel in a period of twenty-three years. He di- 
vides them into those with: (1) destructive occlusion 
(strangulation, volvulus of the small and large in- 
testine, and invagination), (2) adhesive occlusion, 
(3) smooth occlusion (obduration from carcinoma 
and other causes), and (4) occlusion of an unusual 
or doubtful nature. The cases of each type are dis- 
cussed statistically with regard to the duration of 
the ileus, the age of the patient, and the type of 
operation, whether with opening of the intestine 
(Group A) or without opening of the intestine 
(Group B). 

In strangulation ileus removal of the obstruction 
is necessary as unless this is done gangrene and 
peritonitis will develop. Eventration should be 
avoided if possible. The 44 cases with opening of 
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the intestine, i.e., primary enterostomy, rupture, 
and resection of the intestine, had a mortality of 
70 per cent and the 31 without opening or with 
secondary enterostomy a mortality of 25 per cent. 
The mortality increased with the length of time the 
ileus was present. In the cases treated on the fourth 
day operations with opening of the intestine were 
done more frequently than operations without 
opening. The most frequent cause of death was 
peritonitis. As the strangulated intestine develops 
a pathological permeability early, the utmost care 
in handling the intestine is necessary. 

In the discussion of volvulus the author points 
out that physiological conditions cause the organism 
to react much more violently to an acute occlusion 
of the small intestine than to occlusion of the large 
intestine. Inthe former the mortality is 50 per cent, 
whereas in the latter it is 25 per cent. Of 34 cases 
of volvulus of the small intestine, retorsion was suf- 
ficient in 15 and the mortality was 33 per cent. 
In 12 cases, resection was done with a mortality of 
41.6 per cent. Entero-anastomosis in 1 case and 
enterostomy in 2 cases was not successful. In the 
cases of volvulus of the small intestine which be- 
longed to group A the mortality was 53.3 per cent, 
and in those belonging to group B it was 33 per cent. 
Opening of the intestine was frequently necessary 
on the first day because in volvulus the type and 
extent of the operation depends not only on the con- 
dition of the intestine but also on that of the mes- 
entery. Deformity of the mesentery (great length 
or cicatricial change) is generally regarded as a 
preliminary condition to the occurrence of volvu- 
lus. Plastic procedures were not undertaken in the 
Kiel clinic. 

In ileus of the large intestine the danger of infec- 
tion from suture insufficiency is particularly great. 
Therefore, like most surgeons, those of the Kiel 
Clinic avoid primary resection when possible. When 
resection is necessary, they perform it in 2 stages. 
Of the reviewed 31 cases of volvulus of the large 
intestine, the cecum was involved in 7, the trans- 
verse colon in 1, and the sigmoid flexure in 23. 
In nearly all of the cases operation was done im- 
mediately because of the uncertainty of the diag- 
nosis and the results of treatment when a waiting 
policy is adopted. In 5 cases the cecum was un- 
twisted successfully, and in 2 cases it was resected. In 
1 case the resection was done in 2 stages (eventra- 
tion) with cure and in the other in 1 stage with a 
fatal outcome. The mortality from volvulus of the 
sigmoid flexure was 26 per cent. In 6 cases the volvu- 
lus was reduced successfully. In the others resection 
was done. 

For ileus with invagination Anschuetz demands 
operation as early as possible in every case. Eighty- 
three cases were operated on with a mortality of 
26.5 per cent. Disinvagination was done in 61 cases 
with a mortality of 11.4 per cent; resection in 11 
cases, with a mortality of 45.4 per cent; and eventra- 
tion in 10 cases, with a mortality of 90 per cent. In 
50 per cent of the cases operation was performed 
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on the first day. In 42 of 43 cases disinvagina- 
tion was done. In those in which the disinvagination 
was done on the first day the mortality was 9.3 
per cent, whereas in those treated on the second day 
it was 16.6 per cent. In spite of the statistics of 
Monrad, who prefers taxis, the surgeons at the 
Kiel Clinic still prefer operation. The author re- 
ports 2 cases in which the procedure recommended 
by von Redwitz—painting of the intussuscipiens 
with tincture of opium—was used. The application 
of the opium is followed first by a violent contrac- 
tion and then by relaxation, during which disin- 
vagination can usually be effected easily. However, 
in 1 case the procedure failed. Opium poisoning is 
prevented by wiping off the tincture after the effect 
has been produced and giving coramin and lobelin 
prophylactically. In invagination the disadvantage 
of opening the intestine is especially evident as in 
the cases of patients older than one year resection 
and eventration had a mortality of 50 per cent 
whereas disinvagination had no mortality. 

In the 121 cases of adhesion ileus the mortality 
was 33.8 per cent. In two-thirds of the cases the 
ileus was relieved by separation of the adhesions. 
In this group the mortality was 23.7 per cent. Forty 
per cent of the deaths were due to peritonitis. 
Entero-anastomosis had a mortality of 45.5 per 
cent. In 7 cases of enterostomy after separation of 
the adhesions the mortality was 42.8 per cent. The 
author advises against delaying laparotomy in cases 
running a severe course in which the condition 
cannot be differentiated from strangulation with 
certainty. Statistics show that on the second and 


third days the number of interventions in which it 
is found necessary to open the intestine is doubled. 

In smooth occlusions (64 cases of carcinoma) dis- 
turbances of nutrition of the intestinal wall take 
place secondarily in the afferent portion only after 


more prolonged stasis. Therefore, conservative 
measures are more justifiable. The author agrees 
with the majority of surgeons that when ileus de- 
velops in cases of operable tumor a radical opera- 
tion should not be done immediately, but that first 
the dammed-back contents of the intestine should 
be evacuated. In cases of chronic ileus the mortality 
is increased by delay of treatment. Colostomy re- 
lieves the intestine with the least damage. In the 
cases reviewed the mortality was 37.5 per cent. In 
cases of inoperable tumor an artificial anus should 
be formed with the proper technique as soon as 
possible and close to the obstruction. In 2 cases 
in which resection was done in 1 stage death re- 
sulted. Of 12 cases in which entero-anastomosis 
was done, a successful result was obtained in 6. 
In 7 cases in which eventration of the cecum was 
necessary because of gangrene and spontaneous per- 
foration there were 6 deaths due to peritonitis. 
When the intestine was opened primarily, the mortal- 
ity was 66.6 per cent, but when the opening was 
made after closure of the abdomen it was 44.4 per 
cent. With such mortality figures, the debilitating 
influence of carcinoma becomes clearly evident. 
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In the reviewed cases of occlusion due to other 
causes the choice of treatment depended upon the 
nature of the obstruction. When the obstruction 
arises from the intestinal wall the latter must be 
attacked and opening of the intestine cannot be 
avoided. If this procedure is followed by no im- 
provement, the obstruction must be removed be- 
fore the general condition becomes too unfavorable. 
Inthe rare occlusions which are not readily diagnosed, 
hepatic cirrhosis, spasms, pregnancy, and ovarian 
cytoma were found to be causes, but in some cases 
the cause was not discovered even at autopsy. 

After tabulation of his material, the author comes 
to the same conclusion as Perthes, that in almost 
half of the cases an auxiliary operation to evacuate 
the intestine is unnecessary, and that in such cases 
no auxiliary operative measure should be under- 
taken. As a rule, evacuation of the intestine is un- 
dertaken only in the course of an intervention (re- 
section and anastomosis) in which opening of the 
intestine is essential. In cases of obstructive oc- 
clusion (neoplasm) opening of the intestine is always 
necessary, but should be done only after the abdomi- 
nal cavity has been closed. Of chief importance is 
early operation as only by this means will it be pos- 
sible to reduce the mortality further. 

WERNER LAmpPRECHT (Z). 


Grasso, R.:  Erythrocytosis in Duodenal Ulcer 
(Sulla eritrocitosi nelle ulcere duodenali). Clin. 
chir., 1934, X, 33. 


After reviewing the literature on the increase in 
the red blood cells occurring in cases of duodenal 
and gastric ulcer, the author reports his findings 
not only in cases of ulcer but also in cases of other 
gastro-intestinal disturbances associated with hyper- 
chlorhydria. Of 23 cases of duodenal ulcer, the red 
cell count was found to be below 5,000,000 in 2, 
about 5,000,000 in 2, from 5,000,000 to 5,500,000 
in 12, from 5,500,000 to 6,000,000 in 6, and above 
6,000,000 in 1. This erythrocytosis is attributed 
by the author to a hypersecretion of gastric juice 
with abnormally high acid and pepsin values. 
Grasso states that the patient suffering from ulcer 
has a stomach functionally above that of the normal 
individual. As evidence of this he cites the fact 
that 3 patients with an erythrocytosis and hyper- 
chlorhydria prior to operation were found four 
months after resection to have a red cell count and 
gastric acid value slightly below normal. 

These findings were duplicated in 6 dogs. An 
anemia was produced by repeated bleedings and 
after determination of the red-cell counts, 2 of the 
dogs were given injections of 's mgm. and 2 were 
given injections of 1 mgm. of histamin for fifteen 
days and 2 were kept for controls. Half an hour 
after the injection the dogs were fed a meat paste. 
Aften ten days the red-cell count was between 
4,000,000 and 5,000,000 in the control dogs while 
in the dogs treated with histamin it was between 
5,000,000 and 6,000,000. After fifteen days the 
count for the controls had increased to between 
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4,500,000 and 5,500,000 and that for the histamin- 
injected animals to between 6,500,000 and 7,000,000. 
These counts remained unchanged after twenty and 
thirty days. 


From his findings the author concludes that hista- ’ 


min stimulation may be followed by an erythro- 
cytosis which may be due to hypersecretion of a gas- 
tric ferment, called by some ‘“‘addisin,”’ which regu- 
lates hamatopoiesis. SAMUEL J. Focetson, M.D. 


Corkill, T. F., and Corkill, H. K.: Congenital 
Atresia of the Ileum. Australian & New Zealand 
J. Surg., 1934, ili, 352. 


The authors report a case of complete atresia of 
the terminal ileum associated with malrotation of 
the colon in an infant two days old. This case 
differs from others reported in both the type of the 
obstruction and the operative procedure. 

There was complete absence of the distal half of 
the ileum, the intestine being continued as an 
attenuated cord without an apparent lumen. In the 
middle of the attenuated cord there was a blind 
intestinal loop which appeared normal in every 
respect. There was no mesenteric defect. The 
ascending colon disappeared behind the mesentery 
of the small intestine, and no transverse colon could 
be identified. 

The operation consisted of side-to-side anastomo- 
sis between the dilated ileum and collapsed sigmoid 
plus an enterostomy about 15 cm. above the point 
of obstruction. 

The enterostomy functioned well until the fourth 
day, when a normal bowel movement occurred by 
rectum. The catheter came out at that time and 
was not replaced. The bowel movements increased 
with a corresponding decrease in drainage from the 
enterostomy. The enterostomy closed during the 
fourth postoperative week. In the five and a half 
months which have elapsed since the operation the 
infant has remained well and has developed nor- 
mally. 

Following a proposed classification of the types of 
obstruction encountered, the authors briefly discuss 
their etiology, diagnosis, and treatment. They 
admit that the addition of the enterostomy in 
their case was probably unnecessary, but state that 
at the time of the operation they ‘“‘were not ac- 
quainted with the knowledge that such a procedure, 
whether alone or in combination with anastomosis, 
had hitherto been uniformly fatal” in such cases. 

T. BANForD Jones, M.D. 


Schullinger, R. N., and Stout, A. P.: Meckel’s 
Diverticulum. Report of a Case of Hzmor- 
rhage in the Bowel Associated with a Meckel’s 
Diverticulum That Presented an Adenoma 
Composed of Gastric and Duodenal Glands. 
Arch. Surg., 1934, Xxviii, 440. 

The authors report a case of Meckel’s diverticulum 
in a sixteen-year-old boy whose symptoms were 
caused by bleeding into the bowel from a non- 
ulcerating, pedunculated adenoma composed of gas- 


tric and duodenal glands. They emphasize that 
Meckel’s diverticulum frequently contains hetero- 
topic alimentary tissue and this may be manifested 
clinically by bleeding. Bleeding is especially apt to 
occur when it contains heterotopic gastric tissue. 
Among other causes of bleeding from Meckel’s 
diverticulum are: peptic ulcer, invagination, inflam- 
mation, intussusception, and pancreatic adenoma. 
The authors analyze reported cases due to each of 
these causes. 

In addition to bleeding, the clinical features of 
lesions of Meckel’s diverticulum are the history of a 
slowly healing umbilicus or a persistent sinus in the 
umbilical region, varying periods of constipation, 
indefinite abdominal pains, and the presence of other 
congenital anomalies. The symptoms usually begin 
in the first two decades of life. Meckel’s diverticulum 
is about four times more frequent in males than in 
females. 

Operative intervention is usually indicated be- 
cause of the frequent presence of an acute abdominal 
condition. The diverticulum should be removed if 
the patient’s condition will permit this to be done 
and if its removal will not produce too much damage 
to the surrounding viscera or favor the spread of in- 
fection. The mortality in cases of acute inflammatory 
lesions is about 40 per cent. 

The case reported by the authors emphasizes that 
extremely severe acute symptoms, including ab- 
dominal pain and the passage from the rectum of 
blood unmixed with mucus, may occur in the ab- 
sence of signs of invagination, intussusception, or 
ulceration. 

A search for a Meckel’s diverticulum should al- 
ways be made in cases of unexplained bleeding by 
rectum or peritonitis and when the operative find- 
ings do not agree with the clinical diagnosis. The 
diverticulum should be removed even if it appears 
harmless, as the mortality is high when perforation 
occurs or an acute pathological process develops. 

A person with a lesion of Meckel’s diverticulum, 
especially if the lesion is a bleeding peptic ulcer, may 
pass from a state of relatively good health to a con- 
dition of acute illness, collapse, and shock with great 
rapidity. Sudden severe pain in the lower part of 
the abdomen with rigidity, signs of spreading perito- 
nitis, fever, and leucocytosis, especially in children, 
should arouse the suspicion of perforation of Meckel’s 
diverticulum. Maurice Meyers, M.D. 


Crafoord, C.: The Cancer Coli Material at Sab- 
batsberg’s Hospital, 1900-1930. Acta chirurg. 
Scand., 1934, Ixxiv, 513. 

This report is based on 161 cases of cancer of the 
colon. In 126 cases radical operation was done with 
a primary mortality of 35 per cent. In 5 cases death 
occurred soon after a preliminary operation for the 
relief of ileus. Thirty cases were inoperable. 

A good therapeutic result requires early diagnosis, 
Therefore a knowledge of the initial symptoms is 
essential. The author divides the initial symptoms 
into the following 7 groups: 
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1. Generalized, diffuse abdominal symptoms. 
These were present in ror of the cases reviewed and 
were initial symptoms in 83. 

2. Symptoms of intermittent ileus. These 
occurred in 60 cases and were initial symptoms in 20. 

3. Acute ileus. This occurred in 102 of the cases 
and was an initial symptom in 16. 

4. Emaciation and debility. These occurred in 
82 of the cases reviewed and were initial symptoms 
in 13. 

5. The admixture of blood and mucus in the 
feces. This occurred in 26 cases and was an initial 
symptom in 6. 

6. Constipation. This was present in 51 cases 
and was an initial symptom in 16. 

7. Diarrhoea. This occurred in 29 cases and was 
an initial symptom in 6. 

The average length of time between the occur- 
rence of the initial symptoms and the diagnosis in 
the majority of cases is seven months. This is due 
to the fact that persons of cancer age are not sufli- 
ciently aware of the importance of submitting to 
examination for vague symptoms. 

The author emphasizes the value of X-ray exam- 
ination in the diagnosis of all uncertain cases and 
in the planning of the operation. 

A factor of very great importance in the primary 
mortality is the time at which the radical operation 
is undertaken. It is not sufficient merely to relieve 
the ileus. Patients without ileus as well as those 
with this condition must be given sufficiently pro- 
longed preliminary treatment to increase their 
resistance and reduce the pathogenicity of the 
intestinal flora. The author believes that in 50 of 
the cases reviewed the preliminary treatment was 
satisfactory. While 7 (14 per cent) of the 50 patients 
died, the deaths of only 2 (4 per cent) could be 
referred to the operative method. Of the remaining 
71 patients treated by resection, 24 (34 per cent) 
succumbed as the direct result of the operation. 


Kogon, A.: Systematic Emergency Operation in 
Acute Appendicitis in All Stages (Systematische 
dringliche Operation bei akuter Appendicitis in 
allen Stadien). Nov. chir. Arch., 1933, xxix, 84. 


On the basis of 150 appendectomies with a total 
mortality of 4 per cent, which were performed any 
time (on any day) during the acute attack, i-e., 
even later than forty-eight hours after the beginning 
of the disease, the author states he is an enthusiastic 
defender and adherent of this practice. Although it 
is permissible to subject the simple catarrhal forms 
of appendicitis to conservative expectant treatment 
even after from twenty-four to forty-eight hours, 
this conservatism seems very dangerous in other 
types of appendicitis which progress with more 
severe pathologico-anatomical changes. Since an 
exact anatomical diagnosis of pathological changes 
in the appendix is often impossible and the degree 
of the pathologico-anatomical lesions does not always 
correspond to the clinical findings, an expectant form 
of therapy is all the more injudicious. 


The fear of surgeons to operate in the presence 
of infiltrations is not justified or warranted by 
clinical experience. On the contrary, an infiltration 
or a resistance in the ileocecal region appears to be a 
strict indication for operation since these findings 
are indicative of severe destructive appendiceal 
changes. A recession of the clinical symptoms during 
the first to third days and later does not consti- 
tute proof that the further course of the disease 
will be harmless and therefore does not appear to 
be a contra-indication to operation. Operation in 
the quiescent (interval) stage does not assure a 
favorable postoperative course or favorable healing. 
In the presence of infiltrations, which regress con- 
siderably and become smaller under expectant 
therapy, there is danger of an exacerbation of 
quiescent infection. Under such circumstances 
appendectomy not infrequently becomes a serious, 
very damaging procedure which may not only lead 
to the formation of fistulae, but even threaten life 
(1 death in the author’s cases). In contrast, the 
performance of appendectomy even in cases with 
severe suppurative gangrene and perforation leads 
to recession of all of the clinical phenomena during 
the first postoperative hours, regardless of the time 
at which the operation is undertaken. All in all, 
systematic emergency appendectomy in all stages 
of acute appendicitis appears to be one of the most 
rational methods of treating this disease. 

G. Autpov (Z). 


Ross, L. I.: Carcinoma of the Rectum in Youth. 
Am, J. Cancer, 1934, xxi, 322. 


Carcinoma of the rectum is not strictly a disease 
of old age. In from 2 to 4 per cent of cases it occurs 
before the thirtieth year. There is no striking varia- 
tion of its symptoms with age. 

The condition is apparently more malignant when 
it occurs in youth than when it occurs in the later 
decades of life. 

The majority of rectal carcinomata can be diag- 
nosed by simple digital examination of the rectum. 

SAMUEL Kaun, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Culpepper, A. L., and von Haam, E.: Primary 
Carcinoma of the Liver with Extensive Me- 
tastasis to the Right Heart and Tumor- 
Thrombosis of the Inferior Vena Cava. Am. 
J. Cancer, 1934, xxi, 355. 


Primary carcinoma of the liver is a rare finding 
at autopsy. In several large series of autopsies it 
was found to constitute only from 0.12 to 0.14 per 
cent of diseases ending in death. Herxheimer rec- 
ognizes two types: (1) that having its origin in the 
liver cells, and (2) that having its origin in the bile- 
duct epithelium. 

The authors report a case of the first type. The 
patient, a negro fifty-six years of age, presented the 
clinical picture of atherosclerotic cardiac disease 
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with decompensation. The cedema of the lower 
extremities and the ascites at first responded to 
salyrgan therapy. In the fifth week of the illness 
the patient died, apparently of cardiac failure. 

At postmortem examination the right auricle was 
found to be greatly dilated and to contain a friable 
greenish-yellow metastatic tumor mass the size of a 
pigeon’s egg, which was firmly attached to the wall. 
A few metastatic nodules were discovered in the 
lungs. The primary growth was in the liver, the 
right lobe of which was especially enlarged. The 
entire lumen of the inferior vena cava was occluded 
by a large tumor mass which apparently had ex- 
tended from the hepatic veins. -Below the tumor 
mass the vena cava was obliterated by a large blood 
thrombus which extended downward into both iliac 
veins. Microscopic examination of the liver revealed 
the presence of portal cirrhosis and a hepatocellular 
carcinoma with numerous invasions of the hepatic 
and portal veins. 

An unusual feature of the case was the complete 
absence of symptoms referable to the liver. Accord- 
ing to the literature, the incidence of an initial portal 
cirrhosis in primary carcinoma of the liver ranges 
from 74.7 to 90 per cent. The complications which 
dominated the clinical picture and led to death in 
the authors’ case were the tumor thrombosis of the 
inferior vena cava and the metastasis to the right 
auricle. 

Invasion of the blood vessels is characteristic of 
primary carcinoma of the liver, and spread of the 
condition by the hematogenous route is common. 
The portal radicles are invaded earlier and more 
frequently than the branches of the hepatic vein 
or artery. This explains the rapid spread of the tu- 
mor within the liver and the late appearance of 
extrahepatic metastases. Complete obliteration of 
the inferior vena cava by a tumor thrombus is rare. 
Of the seventy-eight cases reported up to 1924, the 
thrombus was derived from a primary carcinoma of 
the liver in only seven. In the remaining seventy- 
one it had its origin in a malignant growth of the 
kidney or suprarenal gland. 

Secondary involvement of the heart by a meta- 
static tumor, which is also uncommon, is usually 
the result of dissemination by the hematogenous 
route. ArtuuR S. W. Tourorr, M.D. 


Harding, H. E.: The Functions of the Epithelium 
of the Gall Bladder. Guy’s Hosp. Rep., Lond., 
1934, Ixxxiv, 186. 


The author gives a critical discussion of the work 
that has been done by others on the functions of the 
epithelium of the gall bladder and reports the find- 
ings of his own investigations. 

He states that under normal conditions the mu- 
cosa of the gall bladder secretes mucus, probably 
with alkali, but apparently no other substance. It 
therefore has functions both of absorption and se- 
cretion. As it shows only one type of epithelial cell, 
one and the same cell is evidently able to pass ma- 
terials in two opposite directions—both secretes into 
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the lumen of the organ and absorbs from that lumen. 
Harding regards it as doubtful whether any other 
simple epithelium functions similarly in two oppo- 
site directions, but suggests that this may be the 
case in the intestine. Ear O. Latmer, M.D. 


Buisson, P.: The Problem of the Emptying of the 
Gall Bladder (Sul problema dell’evacuazione 
vescicolare). Radiol. med., 1934, xxi, 392. 


Buisson states that, judging from published re- 
ports, cholecystography has rendered the problem 
of the mechanism of the emptying of the gall bladder 
more complicated instead of solving it. Following a 
discussion of some of the theories which have been 
advanced to explain the physiology of gall-bladder 
emptying, he concludes that the emptying results 
from the contractive activity of the musculature of 
the gall bladder. In support of his conclusion he 
presents evidence which he obtained in a study of 
normal or only mildly diseased gall bladders with 
the use of egg yolk and roentgen examination. In 
this study, the important findings of which are 
shown by roentgenograms, it was found that filling 
of the hepatic or common duct took place simul- 
taneously with a decrease in the size of the shadow of 
the gall bladder and with filling of the cystic and 
common ducts. Retrograde filling of this canal 
suggested not only hermetic closure of the mouth 
of the common duct where the common duct 
empties into the duodenum (contraction of the 
sphincter of Oddi) and filling of the duct to its 
maximum distention and capacity, but also a vis-a- 
tergo due to contractile activity of the gall bladder. 

EvuGENE T. Leppy, M D. 


Touroff, A. S. W.: Acute Cholecystitis. Ann. Surg., 
1934, XCix, gOo. 


The author states that acute inflammatory changes 
may be present in the gall bladder of a patient who 
presents only minimal or no clinical manifestations 
at the time of operation. The pathological changes 
found by him in seventy-five such cases ranged from 
simple acute to hemorrhagic, phlegmonous sup- 
purative, and gangrenous inflammation, empyema, 
perforation, and pericholecystic abscess. In general, 
the patients with minimal manifestations showed a 
considerable higher incidence of advanced and pro- 
gressive lesions than the patients without mani- 
festations at the time of operation. Eighty per cent 
of the lesions in the series were considered con- 
servatively to be subsiding or capable of subsiding. 
The remaining 20 per cent were considered pro- 
gressive. It is impossible to determine the exact 
nature and extent of the inflammatory lesion before 
operation. In cases of acute cholecystitis in which 
subsidence once begun does not proceed uninter- 
ruptedly, fairly promptly, and completely, early 
operation is indicated. In cases of acute cholecysti- 
tis with subsided clinical manifestations, operation, 
early rather than late in the interval, is indicated 
because of the danger of the existence of a silent 
acute lesion. 
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Graham, H. F., and Waters, H. S.: Important 
Factors in the Surgical Treatment of Chole- 
cystitis. Ann. Surg., 1934, xcix, 893. 

The authors are convinced that a definite well- 
planned routine is essential for successful operative 
treatment of cholecystitis. They report sixty gall- 
bladder operations with four deaths. Pulmonary 
and cardiac complications are those most to be 
feared. For reduction of the incidence of pulmonary 
complications the authors give the following rules: 

1. Eliminate the binder. 

2. Avoid large doses of the barbiturates. 

3. Use morphine in moderate doses for the relief 
of pain. 

4. Place the patient in the sitting position to aid 
the accessory muscles of respiration and take the 
weight of a heavy abdomen off the diaphragm. 

5. Give inhalations of carbogen for five minutes 
every two hours for at least twenty-four hours. 

6. Teach the patient to breathe deeply every 
‘ifteen or twenty minutes. 

7. Prevent chilling. 

The administration of carbohydrates both by diet 
and by the intravenous injection of glucose immedi- 
ately before the operation is indicated because of the 
usually associated hepatitis. 

The authors emphasize the importance of early 
operation in cases of acute cholecystitis. 

G. Dantet DEvprRAtT, M.D. 


Heuer, G. J.: The Factors Leading to Death in 
Operations upon the Gall Bladder and Bile 
Ducts. Ann. Surg., 1934, xcix, 881. 


Heuer urges early operation for non-malignant 
disease of the gall bladder and bile ducts. In a re- 
view of 36,623 cases reported by 21 surgeons he 
found that the mortality ranged from 2.6 to 10.4 per 
cent and averaged 6.6 per cent. In 1,274 cases of 
acute inflammation of the gall bladder in which 
cholecystectomy was done by 8 surgeons, the mor- 
tality ranged from 4.7 to 22.5 per cent and averaged 
8.7 per cent, whereas in 502 cases of perforation of 
the gall bladder which were operated upon by 20 
surgeons it ranged from 15 to 65 per cent and aver- 
aged 46 per cent. Therefore operation should be 
done before perforation or gangrene occurs. These 
complications may be expected in about 20 per cent 
of cases. 

For cases in which the common duct has been 
opened, Heuer advises drainage of the common duct 
through the stump of the cystic duct. He believes 
that neither care in the use of a general anesthetic 
nor the selection of spinal or local anesthesia nor 
postoperative over-ventilation will prevent pul- 
monary complications with certainty. 

Following a survey of the literature the author 
gives a detailed review of 200 cases of acute chole- 
cystitis which he operated upon during the last six- 
teen months at the New York Hospital. Three of 
the patients died of pulmonary complications, 1 of 
cardiac failure, and 1 of acute pancreatitis. 

G. DanteEL DEcprat, M.D. 
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Cuendet, S.: Traumatism of the Large Venous 
Trunks of the Abdomen (Traumatisme des gros 
troncs veineux de l’abdomen). Rev. méd. de la 
Suisse Rom., 1934, p. 202. 

Most hemorrhages of traumatic origin within the 
abdomen are due to tears of viscera, such as the 
liver, spleen, or kidney, or of the mesentery. Injury 
to the large vessels is comparatively rare. Injury to 
the large arteries causes death so rapidly that 
surgical intervention is impossible. 

The author reports four cases of injury of a large 
venous trunk in the abdomen. 

The first case was that of a man twenty-five years 
of age who drove a small chisel 9 or 10 cm. into the 
upper abdomen. Exploratory laparotomy revealed a 
perforation of the superior mesenteric vein and of 
one of the collateral veins. The former was sutured 
and the latter ligated. 

The second case was that of a woman thirty-two 
years of age who sustained a tear of the vena cava 
when she was run over by a heavy vehicle. The 
bleeding was stopped by suture of the vein. Trans- 
fusion was necessary because of the severity of the 
hemorrhage. 

In the third case the bleeding occurred from a 
rupture of the right external iliac vein which was 
associated with a fracture of the pelvis. The vein 
was sutured. 

In the fourth case the inferior vena cava was 
opened in the course of a nephrectomy. The vein 
was sutured also in this case. 

These reports are instructive as they show the 
possibilities of surgical interference in wounds of the 
abdominal venous trunks and demonstrate that 
circulatory difficulty following suture of these ves- 
sels is not common. Marsu W. Poors, M.D. 


Roux, C.: The Iliac Fossa: Tumors, Ulcers, Stric- 
tures (Dans la fosse iliaque: et a propos de tumeurs, 
ulcéres, rétrécissements). Kev. méd. de la Suisse 
Rom., 1934, p. 164. 


Roux states that many conditions giving rise to 
difficulty in differential diagnosis occur in the region 
of the iliac fossa. In this article he deals chiefly 
with the differentiation between the more chronic 
conditions, such as adenoma, sarcoma, carcinoma, 
and ileocecal masses arising from chronic inflamma- 
tion, tuberculosis, syphilis, and actinomycosis. He 
calls attention to the difficulty that may be en- 
countered in the differentiation between a mass due 
to tuberculosis and a mass due to syphilis, and to 
the frequency of syphilitic lesions of the gastro- 
intestinal tract. 

Four cases of ileocecal conditions are reported— 
two cases of tuberculosis (one a case recorded by 
Calame); a case of a mass which was probably due 
to syphilis; and a case of intussusception caused by 
a small mass in the intestinal wall which was also 
believed to be of syphilitic origin. 

Marsu W. Poote, M.D. 
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Chalier, A.: The Method of Getting Patients Out 
of Bed Early Following Abdominal Surgery (La 
méthode du lever précoce en chirurgie abdominale). 
Lyon chir., 1934, XXxi, 261. 


Following major abdominal operations Chalier 
gets his patients out of bed with a wide binder 
around the abdomen after from two to five days, 
preferably at the earlier time. Patients treated for 
simple conditions are up after from twenty-four to 
thirty-six hours. Three or four days later they are 
able to go to the toilet, sit up for meals, walk, and 
ascend and descend stairs. After from nine to four- 
teen days they leave the hospital able to care for 
themselves at home. Chalier claims that when this 
régime is followed, urinary retention, postoperative 
gas pains, pulmonary complications, phlebitis, bed 
sores, and muscular atrophy are avoided, the 
amount of care required by the patient and the 
length of hospitalization are reduced, and the scope 
of surgical indications can be enlarged to include the 
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cases of poor risks such as aged persons who are able 
to remain in bed only a short time. Previously it 
was followed only in the management of clean cases 
with complete abdominal closure, but recently it has 
been adopted also for cases with drainage. 

The author’s routine abdominal closure consists 
in the use of a continuous catgut suture to close the 
peritoneum, an interrupted catgut suture for the 
muscle, an interrupted suture of crin de Florence 
(similar to silkworm gut) for the fascia, and Michel 
clips for the skin. The sutures in the fascia are 
placed well back from the edges and the knots are 
buried. Wide overlapping adhesive straps are used 
to hold the dressings. 

During a period of five years the use of this 
method has reduced the incidence of postoperative 
pulmonary complications in the author’s cases by 
50 per cent. In none of the cases treated during that 
time has a hernia or fatal embolism occurred. 

M. M. ZINNINGER, M.D. 
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Castafio, C. A.: Hamorrhagic Metropathies 
(Metropatias hemorragicas). Bol. inst. de clin. quir., 
1933, ix, 197. 

The author rejects Schroeder’s definition of ham- 
orrhagic metropathy as uterine hemorrhage with 
hyperplasia of the endometrium produced by a per- 
sistent follicle in the ovary. He states that hyper- 
plasia alone cannot cause hemorrhages and may 
occur after the menopause when, as demonstrated 
by histological sections, a persistent follicle cannot 
exist in the ovaries. He accepts Aschofi’s concep- 
tion of hemorrhagic metropathy as all cyclic or 
acyclic uterine hemorrhages that do not arise from 
an inflammatory or neoplastic process. 

Functional uterine hemorrhages may be cyclic or 
acyclic. The cyclic are called “‘menorrhagias,” “‘hy- 
permenorrhceas,” ‘‘polyhypermenorrhcoeas,” and 
‘‘polymenorrhoeas.” The acyclic are the ‘‘metror- 
rhagias.” The cyclic anomalies of the menstrual 
period are reliable indicators of disturbances of dis- 
tinct organic systems. They are most frequent near 
puberty. The acyclic hemorrhages are evidence of 
functional disturbances of the ovary or of factors 
activating the uterus. These are most frequent near 
the menopause. 

The causes of uterine hemorrhages include: (1) 
fundamental causes, among which are endocrine 
changes, (2) nervous causes, which are principally 
vasomotor and sympathetic, and (3) anatomical 
causes, which occur when there are structural 
changes in the uterus, tubes, ovaries or vessels, or 
changes in the blood. 

The author discusses the endocrine, X-ray, and 
surgical treatment of hemorrhagic metropathies and 
reports eleven cases with numerous photomicro- 
graphs of the endometrium. A. F. Lasu, M.D. 


Chilese, R. V.: Experimental Hyperplasia of the 
Endometrium (La hiperplasia experimental del 
endometrio). Rev. méd.-quirurg. de pat. femenina, 
1934, li, 161. 

In non-castrated guinea pigs the subcutaneous in- 
jection of prolan, the intramuscular implantation of 
fresh tissue of the anterior lobe of the bovine hy- 
pophysis, and the intraperitoneal injection of alka- 
line extract of the anterior lobe of the bovine hy- 
pophysis produced histological pictures of hyper- 
plasia of the endometrium which resembled in 
intensity and incidence those observed by Hof- 
bauer. Hyperplasia of the endometrium was pro- 
duced by these procedures also in spayed guinea 
pigs, but in these animals it occurred less frequently 
and with less intensity and was not restricted to the 
basal layer (basalis) as Hofbauer stated. From 


similar experiments on guinea pigs, Hofbauer con- 
cluded that the action of the hypophyseal hormone 
evoked a reaction in the uterine mucosa which was 
limited to the basalis and did not modify the remain- 
ing mucosa. 

In repeating Hofbauer’s experiments on similar 
animals and a greater number of castrated animals, 
Chilese found that hyperplasia of the basalis was 
brought about in castrated guinea pigs by the action 
of the hypophyseal hormone and involved all of the 
elements of the mucosa, glands, and stroma. In 
adult castrated guinea pigs, the administration of 
anterior lobe of the hypophysis in the form of prolan, 
by the intramuscular implantation of fresh gland, or 
in the form of alkaline extract determined a definite 
hyperplasia of the endometrium associated with 
hyperplasia of all of the endometrial elements as 
demonstrated by photomicrographs. 

The hyperplastic processes were obtained most 
frequently and were most marked in the castrated 
guinea pigs treated by intraperitoneal injections of 
the alkaline extract. Next most marked were those 
occurring in the guinea pigs treated by implantation, 
and slightly less marked were those occurring in the 
guinea pigs treated with prolan. It was evident that 
the degree of the hyperplasia was related directly to 
the intensity of the provoking stimulus. In the cases 
of two animals which were given only five intraperi- 
toneal injections of the alkaline extract there were no 
macroscopic changes and the microscopic changes 
were less intense than those occurring in the animals 
that received a greater stimulus. In the non-cas- 
trated animals the endometrial hyperplasia was 
always definite, regardless of the method of stimula- 
tion employed. Contrary to Hofbauer’s contention, 
manifest luteinization of the ovaries was demon- 
strated in some of the non-castrated animals after 
stimulating injections or the intramuscular implanta- 
tion of anterior lobe of the hypophysis. The most 
marked luteinization appeared in the animals given 
injections of the alkaline extract. In those treated 
with prolan, distended follicles predominated. 

A. F. Lasu, M.D. 


Hofbauer, J.: Leucoplakia Cervicis Uteri and Early 
Carcinoma. Am. J. Obst. & Gynec., 1934, xxvii, 633. 


Hofbauer calls attention to the remarkable in- 
fluence exerted on the cervical epithelium by in- 
creased activity of the anterior lobe of the hypoph- 
ysis and the peculiar tendency of the cervical 
epithelium to undergo metaplastic changes. He 
presents several theories regarding the incipiency of 
cervical carcinoma. 

Studies reported by the author yielded evidence 
that an overgrowth (hyperplasia) of the squamous 
epithelium covering the vaginal portion of the 
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uterus can be initiated by the intraperitoneal ad- 
ministration of hypophyseal extracts or the intra- 
muscular transplantation of bits of the anterior 
lobe of the hypophysis of cattle. 

Attempts to produce cancer-like lesions of the 
cervix by superimposing inflammation by the 
repeated local application of tincture of iodine or a 
5 to 20 per cent solution of silver nitrate to the 
cervical lesions in guinea pigs treated with hormones 
vielded only negative results. 

Epwarp L. CorNeELL, M.D. 


Leveuf, J., and Godard, H.: The Lymphatics of the 
Body of the Uterus. An Anatomical and 
Anatomicopathological Study. Pelvic Phleg- 
mons. Cancer of the Body of the Uterus (Les 
lymphatiques du corps de l’utérus. Etude ana- 
tomique et anatomo-pathologique. Phlegmons pel- 
viens. Cancer du corps de l’utérus). Presse méd., 
Par., 1934, xlii, 373. 

In past reports of studies of the uterine lymphatics 
the authors gave descriptions which differ radically 
from those found in the standard textbooks on anat- 
omy. In this article they present clinical evidence 
to substantiate their views. 

According to the standard descriptions, the chief 
lymphatics draining the body of the uterus are asso- 
ciated with the ovarian artery and terminate in the 
lumbar lymph nodes. An accessory group of vessels 
accompanies the uterine artery to the iliac lymph 
nodes, and an inconstant lymphatic terminates in 
the inguinal group of lymph nodes. 

By means of injections of the body and cervix of 
the uterus (twenty-three specimens of the former, 
sixty of the latter) it was found that the deep lym- 
phatics of these two se_ ments are entirely independ- 
ent. As regards the body of the uterus, the site of 
the injection determines in some degree the lym- 
phatic channels followed by the injected medium. 
When the fundus of the uterus of a newborn infant 
is injected the ovarian pedicle appears to be the most 
important, but if care is taken to limit the injection 
to about the middle of the anterior wall, the me- 
dium passes into the lymphatics about the uterine 
artery, often without entering any of the others. 
These lymphatics follow the uterine artery, divide 
to pass about the umbilical artery, and terminate in 
a node which is situated beneath the external iliac 
vein at about the middle of this vessel. Occasionally 
the node is somewhat lower, in contact with the ob- 
turator nerve. This lymphatic route has no doubt 
been observed before. Poirier describes it simply as 
an anastomosis between the lymphatics of the body 
and the cervix. A similar description has been given 
by Cunéo and Marceille, Gerota, and Rouvieére. 

In reality there are no separate collectors for the 
body of the uterus, the lymphatics of this segment 
uniting with those of the cervix at the isthmus. In 
this way the principal channel is formed which may 
be injected, as described, from the body of the uterus. 

The pathological anatomy of pelvic infections 
throws considerable light upon the lymphatic drain- 


age of the uterus. The older literature contains the 
reports of numerous studies of the pathology of 
puerperal sepsis which show that phlegmons almost 
invariably occupy the bases of the broad ligaments 
and extend laterally in the cellular tissue termed by 
Farabeuf and Delbet the “hypogastric sheath.” 
The infection of the uterine cavity never extends by 
direct continuity through the myometrium, but 
passes along the lymphatics (Lucas-Championniére). 
When the infection has reached the bases of the 
broad ligaments it abandons the sheath of the uterine 
vessels (hypogastric sheath) and becomes localized 
between the obturator region and the base of the 
iliac fossa. This course can be explained only by the 
anatomical disposition of the lymphatics described. 
Involvement of the principal iliac gland, which the 
authors have noted, was long ago seen by Cruveil- 
hier, Guérin and Lucas-Championniére. Moreover, 
there are reports of cases in which there was no in- 
flamation between the uterus and the region of the 
obturator foramen. A study of the extensions of 
carcinomata of the body of the uterus leads with 
somewhat less certainty to the same conclusions as 
those drawn with regard to uterine infections. 

The article contains four illustrations and four 
case histories. Apert F, De Groat, M.D. 


Macafee, C. H. G.: A Critical Study of the Results 
of 122 Consecutive Hysterectomies. J. Obst. & 
Gynec. Brit. Emp., 1934, xli, 333. 


In most of the 122 cases reviewed, the indication 
for the hysterectomy was fibromyomata associated 
with abnormal bleeding. Total hysterectomy was 
performed in 62.3 per cent and subtotal hysterec- 
tomy in 37.7 per cent. During the past year the 
author has performed the total operation in over 
go per cent of his cases. He prefers it to the subtotal 
operation whenever it is possible. 

In the cases reviewed there were 2 deaths, a 
primary mortality of 1.6 per cent. One patient had 
a secondary hemorrhage from the vault of the 
vagina and another developed an abscess in the vault 
of the vagina. There were no other unusual com- 
plications. 

Menopausal symptoms after bilateral odphorec- 
tomy were severe in only 33 per cent of the cases 
and absent in 34 per cent. The most common symp- 
tom was flushing, which began soon after the opera- 
tion. The number of patients in whom one or both 
ovaries were conserved is too small to warrant very 
definite conclusions as to the time of appearance of 
menopausal symptoms. Cart H. Davis, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Aron M.: The Histology and Physiology of the 
Ovary (Histologie et physiologie de l’ovaire). Rev. 
frang. de gynéc. et d’obst., 1934, XXix, 295. 

Following a review of the embryology and anat- 
ony of the ovary, the author takes up the physiology 
of the ovary, reviewing very extensively the work 
done in various countries and especially the in- 
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vestigations of Stockard and Papanicolaou in 1917 
and of Allen and Doisy in 1923. He then discusses 
the ovarian hormones, folliculin and progestin, the 
relationship of these hormones to menstruation, and 
ihe important influence of the anterior lobe of the 
pituitary gland on ovarian activity. 

Isaac ANpRusSIER, M.D. 


Lévi, L.: The Reciprocal Actions of the Ovary and 
the Thyroid Gland (Actions reciproques des 
ovaires et du corps thyroide). Rev. frang. de gynéc. 
et d’obst., 1934, XXix, 362. 

The author discusses the reciprocal actions of the 
varies and thyroid with regard to: (1) the physio- 
vathology of menstruation, (2) delayed puberty and 
srecocious menopause; and (3) premature senescence 
if the organism. Isaac ANDRUSSIER, M.D. 


Violet, H.: Clinical Study of Ovarian Insufficiency 
(Etude clinique de l’insutlisance ovarienne). Rev. 
frang. de gynéc. et d’obst., 1934, XXix, 920. 

The author first discusses ovarian insufficiency 
caused by surgical or X-ray castration and resulting 
in vasomotor, metabolic, and psychic disturbances 
of the menopause. He then describes the disturb- 
inces resulting from relative ovarian insufficiency. 
(he latter include disturbances of the reproductive 
function, such as sterility and abortion; disturbances 
of menstruation; and disturbances of sympathetic 
function, such as leucorrhoea, membranous dys- 
menorrhoea, and obesity. Isaac AnpRussIER, M.D. 


Laroche, G., and Meurs-Blatter, L.: Medical 
Treatment of Insufficiency of the Ovary (Traite- 
ment médical de l’insuflisance ovarienne). Rev. 
frang. de gynéc. et d’obst., 1934, XXiX, 513. 


After calling attention to the fact that ovarian 
treatment is not indicated in all disturbances of 
menstruation, the authors discuss the various agents 
which may be used in the treatment of amenorrhcea, 
hypomenorrhcea, and oligomenorrhcea. These condi- 
tions may occur in young girls at the beginning of 
menstrual life, in women in the period of sexual 
activity, and in women at the menopause. In the 
first two groups stimulation of ovarian function is 
indicated, and in the last group, substitution. Hy- 
gienic and hydrotherapeutic measures and various 
emmenagogues may be used, but the modern tend- 
ency is to employ opotherapy extensively in the 
treatment of these conditions. 

There is a great variety of opotherapeutic products 
on the market. Their biological dosage and methods 
of standardization are discussed by the authors at 
some length. Folliculin is now sold in crystalline 
form with an international unit of dosage. 

As the hypophysis is a regulator of ovarian func- 
tion, extract of the anterior lobe of the hypophysis 
is indicated in many cases of delayed and irregular 
menstruation in young girls. It has a more gentle 
and more physiological effect than folliculin in these 
cases. Given soon after the menstrual period, it 
activates the follicle, and given for from ten to 
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twelve days preceding the next period, it acts on the 
corpus luteum. The authors now prescribe two series 
of doses—one from the eighth to the seventeenth 
day after the beginning of the period, and one, 
eight days before the next period. An effort should 
be made to reproduce the physiological ovarian 
stimulation. Extract of the anterior lobe of the 
hypophysis does not advance the periods as does 
folliculin. It regulates the periods and overcomes 
the pain and other disagreeable subjective symp- 
toms. The duration of the improvement varies. As 
a rule a second series of injections must be given 
after a few months. Sometimes, following a few 
series of injections, the extract becomes ineffective 
and must be administered in larger doses or with 
some other hormone such as folliculin, thyroid, or 
lutein. There are few contra-indications to its use, 
but it should not be given to women with pelvic 
inflammation as it provokes congestion. 

Folliculin is effective in many cases of hypomenor- 
rhoea and dysmenorrhoea. Its use is a substitution, 
not a stimulation, treatment. It should be discon- 
tinuous and not very prolonged. Unfortunately, for 
biological reasons as yet unknown, its action is ir- 
regular. 

Successive doses of folliculin and lutein may bring 
on menstruation in castrated women. Kaufmann 
obtained good results in amenorrhoea by giving 
doses of 50,000 mouse units of folliculin twice a week 
for two weeks and then from 25 to 50 rabbits units 
of lutein for five days. In some cases folliculin 
should be supplemented with other hormones such 
as those of the thyroid or suprarenals. 

Successive injections of folliculin and lutein are 
indicated in the artificial menopause or the pre- 
mature natural menopause when there is hope of 
stimulating the ovary to renewed activity. 

Folliculin has been used successfully in animals 
to overcome sterility and, in large doses, has yielded 
good results in clinical cases of sterility in which 
there was a disturbance of menstruation. In clini- 
cal cases of sterility not associated with disturbances 
of menstruation the treatment of choice seems to be 
the administration of moderate doses of extract of 
the hypophysis. Aubrey Goss Morcan, M.D. 


Lehmann, P. : Physiotherapy of Ovarian Insuffi- 
ciency (Physiotherapie de l’insuflisance ovarienne). 
Rev. frang. de gynéc. et d’obst., 1934, XXix, 573. 

There are two groups of physical agents to be con- 
sidered. The action of one group is due to reflexes 
resulting from their application to the skin, while 
that of the other is more direct, being due to the 
transportation or transformation of energy within 
the tissues. Among the first group are thermo- 
therapy, actinotherapy with ultraviolet and infrared 
rays, the high-frequency current, static electricity, 
and massage. Among the second are the use of the 
continuous or faradic current, short waves, and 
roentgen and radium therapy. While the action of 
irradiation is chiefly direct, it has also a series of 
indirect effects. 
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The author describes in great detail the technique 
of the application of these different methods of 
physiotherapy. He concludes that physical agents, 
particularly the roentgen rays, are of considerable 
importance in the treatment of insufficiency of the 
ovary. Stimulating radiotherapy of the ovaries 
seems to be the best form for primary insufficiencies 
and radiotherapy of the hypophysis for insufficien- 
cies of the menopause. The other physical agents 
are valuable adjuvants to medical and opotherapy. 
The essentials for successful results from physio- 
therapy are accurate diagnosis and a detailed study 
of the causes of the insufficiency to be treated. 

AupreEy Goss Morcan, M.D. 


EXTERNAL GENITALIA 


Cruickshank, R., and Sharman, A.: The Biology of 
the Vagina in the Human Subject. J. Obst. & 
Gynec. Brit. Emp., 1934, xli, 369. 

The authors report the results of an investigation 
of the cause of leucorrhcea in the virgin. They 
studied particularly cases of non-infective origin. In 
these cases the discharge was white, thick, and 
cheesy, and Doederlein’s bacilli were obtained on 
culture. In most of the cases treatment was unsatis- 
factory as spontaneous remissions occurred. Such 
procedures as dilatation, curettage, cauterization of 
the cervix, and treatment with antiseptics seem 
contra-indicated because of the possibility of the 
introduction of infection. In many of the cases 
studied there were signs and symptoms of endocrine 
imbalance but treatment with available endocrine 


preparations was not effective. 
The non-infective discharge in the virgin is evi- 


dently an excess of normal vaginal secretion. The 
authors consider it pathological, whereas they regard 
such a discharge during pregnancy as normal. Ina 
previous article they called attention to the corre- 
lation of the vaginal discharge with the presence of 
glycogen in the vaginal epithelium and the depend- 
ence of this deposition of glycogen upon the secretion 
of female sex hormone. They suggest that the 
non-infective discharge in the virgin may be due to 
an imbalance between the hormones of the anterior 
lobe of the pituitary gland and the ovaries. 
Henry S. AckEN, Jr., M.D. 


Brindeau, A.: The Formation of an Artificial Va- 
gina with the Aid of the Fetal Membranes of a 
Full-Term Pregnancy (Création d’un vagin arti- 
ficiel 4 l’aide des membranes ovulaires d’un oeuf a 
terme). Gynéc. et obst., 1934, Xxix, 385. 

The case reported was that of a girl of nineteen 
years who, in addition to an anomalous development 
of the thumbs and spina bifida occulta, presented 
several interesting developmental anomalies of the 
genitalia. Menstruation had occurred regularly since 
the age of thirteen years, but the menstrual blood 
was discharged only at the time of micturition. The 
clitoris, which was enlarged to the size of the small 
finger and was surrounded by a complete prepuce, 
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resembled closely a small penis. The labia minora 
were joined together in the midline and covered the 
underlying structures. The labia majora were quite 
normal. About 112 cm. above the anus there was a 
small circular orifice with a regular border which 
permitted the introduction of a sound for some dis- 
tance. Rectal examination under anesthesia re- 
vealed a small, mobile uterus in the normal position. 
The ovaries could not be felt. The labia minora were 
easily freed at the point where they were grown to- 
gether. A catheter introduced into the orifice men- 
tioned and directed toward the pubes entered the 
urinary bladder. About 1 cm. within the orifice 
there was a small blind pouch which was separate 
from the tract leading to the bladder. This was be- 
lieved to be a rudimentary vaginal canal. 

An artificial vagina was constructed in a unique 
manner by using fetal membranes obtained from a 
patient subjected to caesarean section. After the 
introduction of a sound into the urinary bladder a 
transverse incision was made through the small ori- 
fice. This disclosed a small cul-de-sac with what ap- 
peared to be normal vaginal mucosa which permitted 
the introduction of the small finger. The sound en- 
tered the urinary bladder, the neck of which could be 
definitely identified and functioned normally. No 
cervix uteri could be identified. 

Separation of the bladder from the rectum left a 
cavity about 5 cm. deep which probably extended to 
the vicinity of the cul-de-sac of Douglas. This cav- 
ity was lined with a pouch of fetal membranes. The 
pouch was attached at the upper end with catgut 
sutures and at the lower end was sutured to the skin 
of the perineum. The new canal, which permitted 
the introduction of two fingers, was tamponed with 
gauze soaked in antidiphtheritic horse serum. A re- 
tention catheter was kept in the bladder. 

The gauze was removed eight days later, at a time 
corresponding to the expected date of menstruation. 
Normal menstruation occurred. The blood escaped 
from a small opening in the anterior wall of the new 
canal. The canal was found lined by a pink epider- 
mis. The tamponade was continued for six weeks. 
At the end of that time the patient was discharged 
from the hospital in good condition. She was in- 
structed to insert a No. 28 bougie into the vagina 
every day. 

Except for some bladder incontinence on straining, 
the result was considered favorable. As the patient 
is soon to be married, the author looks forward to the 
opportunity to study the effects of pregnancy and 
labor, in this case. Menstruation continues to be 
regular and painless. Harotp C. Mack, M.D. 


MISCELLANEOUS 


Rock, J.: Artificial Menstruation. The Effect of 
Female Sex Hormones in Amenorrhea. New 
England J. Med., 1934, ccx, 1303. 

The author reviews the work of the various in- 
vestigators who demonstrated the cyclic changes oc- 
curring in the endometrium of the mature human 
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female and correlated them with synchronous 
changes occurring in the ovaries. He discusses the 
work of Hartman and Corner on animals, especially 
that dealing with the production of a bloody dis- 
charge in spayed animals by the use of theelin alone. 

He then reports studies which he carried out to 
determine the effect of deep gluteal injections of 
folliculin (Progynon B) alone and followed by cor- 
porin (Proluton B) on five women with amenorrhcea 
of at least a year’s duration. A very important check 
on the specific effect of the hormone preparations on 
the endometrium was a study of the findings of 
biopsy of the endometrium made before, during, and 
after the treatment in one case and before and after 
the treatment in three cases. Rock describes a modi- 
fication of the Klinger and Burch suction technique. 

Apparently normal menstruation occurred in four 
cases and slight staining in one case. In three in- 
stances the flow followed the injection of folliculin 
alone, and in four it occurred after the injection of 
folliculin followed by corporin. Seven instances of 
artificial menstruation in four patients were ob- 
served. The effect of the folliculin alone was to pro- 
duce the proliferating phase of the endometrium, 
whereas that of the folliculin combined with corporin 
was to produce a true secretory state. As relatively 
large doses of hormones (50,000 rat units of folliculin 
and 50 rat units of corporin) were necessary to induce 
the various changes in the endometrium, the cost of 
effective treatment is prohibitive. 

In the author’s opinion his studies showed that, 
in the human female, proliferation of the endomet- 
rium is caused by folliculin, secretory activity of the 


glandular epithelium is a specific corporin effect, and 


anovulatory flow is possible. A. F. Las, M.D. 
Lassen, H. C. A., and Brandstrup, E.: Serial Studies 
. on the Occurrence of Prolan A and B in the 
Urine of Women Castrated by X-Ray Treat- 
ment or Operation. Acta obst. et gynec. Scand., 
1934, Xiv, 89. 

In previous investigations it was found that on 
impairment or cessation of the gonad function the 
urine shows an increased output of the follicle- 
stimulating hormone of the anterior lobe of the 
hypophysis, Prolan A, whereas the presence of the 
luteinizing hormone, Prolan B, is demonstrated but 
seldom and in only small amounts on the injection 
of concentrated urine. 

The authors studied the urine of 36 women who 
had been castrated by X-ray treatment and 10 
women who had been castrated by operation. Their 
purpose was to determine how often the urine of 
female castrates contains so much Prolan B that 
the usual routine Aschheim-Zondek test gives a 
positive pregnancy reaction. The technique they 
employed is described in detail. They performed 
436 tests for prolan in the urine after castration, 
testing about once a month for from three to thirty- 
one months. Prolan could be demonstrated only 
when it was present in amounts above 400 mouse 
units per liter of urine according to their technique. 


279 


In the cases of the X-ray castrates, the Prolan A 
reaction was positive in about 30 per cent of the 
urinespecimens (343) examined after the irradiation, 
whereas the Prolan B reaction was positive in only 
7 per cent. The frequency of the Prolan A reaction 
was almost the same throughout the observation 
period, whereas the incidence of the Prolan B reac- 
tion was highest (11 to 12 per cent) during the first 
half year after the castration. Ninety-two per cent 
of the women excreted Prolan A in amounts above 
400 mouse units per liter of urine and 44 per cent 
excreted a similar amount of Prolan B at some time 
or other after the castration. The incidence of the 
positive Prolan A reaction appeared to increase with 
the observation period, whereas that of the Prolan B 
reaction was highest in the first six months after 
the castration and was especially high, 24 per cent, 
in the first three months. 

In the cases of surgical castrates, a positive Prolan 
A reaction was found in about 50 per cent of the 
urine specimens examined after the operation and 
a positive Prolan B reaction in 9 per cent. The 
prolan reactions were most frequent during the first 
six months after the operation. All of the women 
excreted Prolan A in amounts above 400 mouse 
units per liter of urine at some time or other after 
the operation. In the control material suitable for 
comparison, the incidence of the Prolan A reaction 
was 15 per cent and that of the Prolan B reaction 
from 1 to 2 per cent. In the cases of 63 climacteric 
women, the incidence of the Prolan B reaction was 
14 per cent. A. F. Lasu, M.D. 


Ahltorp, G.: A Contribution to the Question of 
Operative Treatment of Genital Prolapse. Acia 
obst. et gynec. Scand., 1934, xiii, 368. 


The author has re-examined 104 women operated 
upon for genital prolapse at the Gynecological Clinic 
of the Academic Hospital at Upsala in the period 
from 1924 to 1931. 

He gives a detailed description of the operative 
method employed, viz., anterior colporrhaphy and 
colpoperineorrhaphy with a high levator suture, 
with or without amputation of the portio vaginalis. 

In recording the character of the prolapse use was 
made of a code system in which the descent, elonga- 
tion, and lesion were indicated by letters and num- 
bers. 

In half of the cases there were slight lesions, and 
in one-fourth, medium lesions, of the levators. A cer- 
tain relationship could be traced between levator 
lesions and descent of the uterus and between retro- 
flexion of the uterus and lengthening of the cervix, 
but none could be demonstrated between the degree 
of the levator lesion and the descent of the vaginal 
wall nor between flexion of the uterus and the degree 
of its descent. The degree of the levator lesion 
showed no relationship to the number of past 
deliveries, but the frequency of levator lesions was 
higher in primipare of advanced age than in other 
women. No parallelism could be demonstrated be- 
tween primiparity at advanced age and marked 
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prolapse nor between early primiparity and slight 
prolapse. 

Ninety-five of the 104 women whose cases are 
reviewed were re-examined on an average four years 
and seven months after the operation. Of these, 
86 (90.5 per cent) were completely cured, 2 were 
benefited, and 7 (7.4 per cent) were not cured. If 
only the objective examinations—76 in all—are 
included, 70 (g2 per cent) of the women were com- 
pletely cured, 1 was benefited, and 6 (6.6 per cent) 
were not cured. 

The frequency of recurrence is no greater in 
cases with marked descent of the anterior vaginal 
wall than in others. More caution is necessary in 
the prognosis in cases with severe levator lesions 
than in others. The prognosis is less favorable for 
women between the ages of thirty and sixty years 
than for either younger or older women. The 
results are considerably better when the operation is 
performed by a surgeon experienced in its tech- 
nique. Recurrence is more frequent when the 
operative wound heals by second intention. A local 
anesthetic does not seem to affect the healing of the 
perineal wound. 

Six of the patients whose cases are reviewed had 
11 deliveries after the operation. In 2 of them the 
prolapse recurred. 

The study of these cases led to the following con- 
clusions: 

1. Amputation of the vaginal portion of the cer- 
vix may cause premature delivery in subsequent 
pregnancies. 

2. Labor after a plastic operation on the pelvic 
floor will not be appreciably longer than normal. 

3. Careful supervision in the hospital during 
labor, particularly when the head has reached the 
pelvic floor, and early, extensive perineotomy are of 
importance. If necessary, pelvic-outlet forceps 
should be used to control the rapidity of emergence. 
Special care is indicated in cases in which anterior 
and posterior colporrhaphy combined with amputa- 
tion of the portio has been performed. 

4. Anterior colporrhaphy and_ colpoperineor- 
rhaphy, combined if necessary with amputation of 
the vaginal portion of the cervix, usually relieves 
the patient from distress, is easy to perform and 
practically without risk, and leaves the genital 
functions absolutely unimpaired. 


Durst, F.: Suppurative Diseases of the Female 
Genital Organs Perforating into the Bladder. 
Eight Cases, Including One Case of Actinomy- 
cotic Parametritis (Die eitrigen in die Harnblase 
perforierten Erkrankungen der weiblichen Ge- 
schlechtsorgane. Acht Faelle, darunter 1 Fall von 
Parametritis actinomycotica). Lijeé. vijesnik, 1933, 
lv, 490. 


The author first reviews all cases of suppurative 
diseases of the female genital organs perforating into 
the bladder which have been reported in the older 
and the more recent literature and discusses the fre- 
quency of these conditions, the methods of treat- 
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ment, and the end-results. He states that Goth of 
Kolosvar found 1 case of perforation into the bladder 
among 700 cases of adnexitis, and Acs found 5 such 
cases among 818 cases of inflammatory adnexal dis- 
ease. In 1911, Zurhelle collected 19 cases from the 
world literature. Janu of the Jerie Clinic at Prague 
reported 6 cases, and Matusovski of the Barsony 
Clinic at Budapest and Levicki of the Serdukov 
Clinic at Moscow each reported 3 cases. Delbet, 
who collected 1,000 cases of suppuration in the pel- 
vis, found that perforation occurred into the rectum 
in 12 per cent, into the bladder in 5.22 per cent, into 
the vagina in 4.59 per cent, and through the skin in 
3.22 per cent. According to Freund, perforation in- 
to the bladder is most frequent in septic conditions, 
next most frequent in tuberculous conditions, and 
least frequent in gonorrhoeal processes. Others have 
come to different conclusions. Among 4,000 cases of 
puerperal disease, Levitzky found no perforation 
into the bladder. 

The author regards most of his 8 cases as septic. 
The excitants were pyogenic cocci and colon bacilli, 
and the processes were of puerperal origin. The 
series included 1 case of actinomycotic parametritis, 
1 case of tuberculosis, and 2 cases which, according 
to the history, were probably gonorrhceal with 
secondary infection by bacteria other than gonococci. 

The site of perforation depends on the site of the 
abscess. Adnexal suppurations perforate into the 
anterior and upper wall of the bladder, while para- 
metric processes usually perforate laterally. Some- 
times there are several sites of perforation. The 
resulting cystitis is not general but circumscribed. 

The objective symptoms are minimal. With im- 
minent perforation some of the patients complained 
of painful micturition, pollakiuria, or marked tenes- 
mus. After the occurrence of the perforation all of 
these symptoms ceased. The pyuria was over- 
looked by some patients. On cystoscopic examina- 
tion, imminent perforation is indicated by a bullous 
cedema at the site where the perforation will occur. 
The completed perforation is always visible in the 
cystoscopic picture. 

The prognosis varies. If the site of perforation is 
sufficiently large and the condition is a parametrial 
abscess which can be sufficiently evacuated, spon- 
taneous healing may result, but in perforating ad- 
nexal diseases spontaneous healing is rare. Opera- 
tion should be delayed for some time after subsidence 
of the symptoms of acute inflammation. Operation 
is much more dangerous than in closed adnexal sup- 
purations as the pus excitants retain their virulence. 
Parametric abscesses should be incised parallel 
with Poupart’s ligament, above the symphysis or 
vaginally, and adnexal suppurations approached 
abdominally or vaginally and extirpated. 

The author reports his 8 cases in detail. A tubo- 
ovarian abscess and 2 large ovarian abscesses were 
cured by laparotomy. In 1 case total extirpation 
was done with bilateral adnexotomy. In 2 cases 
only a unilateral adnexectomy was performed. 
Drainage was always established through the vagina. 





GYNECOLOGY 


In 1 case it was.established also through the ab- 
dominal wound. In 1 case the abscess perforated 
directly through the anterior wall into the bladder, 
and in 2 cases, in which it was located in the pouch 
of Douglas, it perforated in a roundabout way 
through the base of the broad ligament and the 
parametrium. In 4 cases there was perforation of 
parametrial abscesses. The patients had been sick 
for from one to seven months. According to the site 
of the suppuration, an incision was made and drain- 
age established parallel with Poupart’s ligament in 2 
cases, once above the symphysis and once in the 
lateral vaginal wall. In 3 cases recovery was smooth, 
and in 1 case it was delayed. 

Of most importance is the report of a case of 
actinomycosis of the genitalia which was proved by 
cultures. Perforation into the bladder had already 
taken place when the patient entered the hospital, 
and during her stay in the hospital rupture occurred 
in the region of the umbilicus. An incision was made 
above the symphysis and excochleation and drain- 
age were effected. Perforation occurred also into the 
rectum. The treatment included the application of 
iodine, to the wound, the administration of iodine 
by mouth, and roentgen irradiation. This treatment 
was followed by closure of the vesical and rectal fis- 
tule. A moderate infiltration was felt around the 
site of the incision above the symphysis. The pa- 
tient was discharged at her own request. Today, 
after two years, her general condition is good. Men- 
struation never returned. There is a small infiltra- 
tion above the symphysis. The fistula at the site of 


the incision suppurates moderately. The urine is 


clear and negative for albumin. On cystoscopic 
examination the sites of the perforations into the 
bladder and rectum are no longer evident. The 
uterus is retroverted and movable. The parametrium 
is slightly rigid. The patient was asked to return 
for additional treatment with radium which the 
author considers, next to the roentgen rays, the 
most valuable agent in the treatment of actinomy- 
cosis in the female. Virma JANniscH-RaSxovic (G). 


Phillips, R. B.: Endometriosis Vesicz. J. Obst. & 
Gynec. Brit. Emp., 1934, xli, 165. 

The author reports a case of endometriosis of the 
bladder in a woman forty years of age. The symp- 
toms had been present for two years. The condition 
was cured by X-ray irradiation over the ovaries pro- 
ducing destruction of the parenchyma. The patient 
suffered also from involvement of the lower ileum 
with gastro-intestinal symptoms. The case is report- 
ed in detail, with illustrations showing the condition 
of the bladder before and after treatment. 

In cases of this type, frequency of urination, 
hematuria, and dysuria recur as the endometrial 
tissue of the tumor approaches the menstrual type 
of endometrium in correspondence with the uterine 
endometrium. These symptoms, together with the 
cystoscopic findings of blue-black cysts, endometri- 
ototic oedema, and usually an inflammatory reaction, 
are a reliable guide to the diagnosis. Inflammatory 
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reaction is common in endometriosis found outside 
the uterus. 

The treatment of the condition includes two meth- 
ods: (1) complete removal of the tumor, and (2) 
destruction of the ovaries by X-ray or radium irradi- 
ation. The first method is preferable in the cases of 
young women who desire children and in whom 
complete removal of the tumor is possible. The 
second method is indicated in the cases of women 
near the menopause and those in which complete 
removal of the tumor is impossible because of the 
extent of the growth or the patient’s general condi- 
tion. X-ray irradiation is usually preferable to ra- 
dium irradiation and gives immediate and striking re- 
sults. Each ovary is treated with from 45 to 50 per 
cent of an erythema dose in two treatments from ten 
to fourteen days apart. Henry S. AcKEN, Jr., M.D. 


Castagna: Histochemical Research on the Glyco- 
gen Content of Tumors of the Female 
Genitalia and Considerations of Its Functional 
Significance (Ricerche isto-chimiche sul contenuto 
in glutatione nei tumori della sfera genitale fem- 
minile, e considerazioni sul suo significato funzio- 
nale). Arch. di ostet. e ginec., 1934, xli, 224. 


Castagna reports a series of investigations carried 
out in twenty-four cases of tumor of the female 
genitalia in an attempt to ascertain and interpret 
variations in the cellular metabolism of benign and 
malignant neoplasms. 

For this work he employed the histochemical 
technique of Jura, a colorimetric method based upon 
the action of ammoniacal nitro-prusside on certain 
cellular elements, i.e., tripeptid, depending upon the 
amount of glycogen present. 

The results showed that fibroids, benign ovarian 
cysts, and normal epithelium have a color index of 
9 or 10 when compared with Jura’s standard while 
carcinoma, epithelioma, and chorionepithelioma 
have a color index of 7 or 8. 

In the slides containing both normal and malig- 
nant cells the color changes contrasted sharply. 

Castagna states that, as the element of error is 
very great, conclusions should be drawn with cau- 
tion. Georce C. Frinora, M.D. 


Desplats, R.: Gynecological Applications of Radio- 
therapy of the Sympathetics and the Endo- 
crines (La radiothérapie fonctionnelle sympathique 
et glandulaire dans ses applications gynécologiques). 
Gynécologie, 1934, Xxxiil, 31. 

In addition to its well-known destructive action 
on neoplasms, radiotherapy exercises important 
effects on the organism by causing changes in 
humoral, metabolic, and vasomotor functions. The 
functional effects which are of benefit in derange- 
ments of the sympathetic nervous system and the 
glands of internal secretion are of importance in 
gynecology. They generally parallel the destructive 
action of the roentgen rays, but may be obtained 
also by the administration of feeble, non-destructive 
dosages of irradiation. 
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The author has studied these effects over a period 
of six years and is convinced by reports in the 
literature and his own experience that the indica- 
tions for radiotherapy in gynecology are constantly 
increasing. Three distinct types of gynecological 
conditions have been favorably influenced by 
irradiation: (1) amenorrhoea and sterility, (2) men- 
strual disorders, and (3) disturbances of the meno- 
pause. In three of thirty-eight cases of amenorrhcea 
and sterility in which Thaler and Flatau applied 
small stimulating doses of X-ray irradiation to the 
ovaries, menstruation was re-established and sub- 
sequent pregnancies occurred. Lizenmeier has 
reported two similar cases. Menstruation was re- 
established also in twenty-seven of forty-seven 
cases in which Ford combined irradiation of the 
pituitary gland with irradiation of the ovaries, and 
in seven of the former pregnancy occurred sub- 
sequently in women previously sterile. The author 
believes that the same effects can be obtained by 
irradiation of the splanchnic areas and the supra- 
renal capsules without endangering the ovaries. 

Gouin and Bienvenue, the originators of irradia- 
tion of the lumbar sympathetics for menstrual 
disorders, especially dysmenorrhcea, believe that the 
curative effects are obtained by re-activation of the 
normal regulatory mechanism of the pelvic organs. 
They emphasize the necessity for accurate diagnosis 
of sympathetic dysfunction, as evidenced by facial 
acne, genital eczema, and pruritus vulve, before 
irradiation therapy is attempted. After from twenty- 
four to forty-eight hours the irradiation is followed 
by a series of general reactions characterized by 
fatigue, headache, vertigo, visual disturbances, 
nausea, vomiting, chills, uterine cramps, and 
occasional elevations of the temperature. During 
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this period of reaction, uterine bleeding ceases, 
either abruptly or gradually, but from four to six 
days after the irradiation normal menstruation re- 
appears. When the cycle is normal but the quantity 
of the flow is diminished or increased, the cycle is 
usually not modified, but the amount of the flow is 
favorably influenced. The best effects are said to be 
obtained when the irradiation is done one week 
before the expected period. When the cycle is 
abnormal or absent, the normal rhythm is usually 
re-established. Concomitant dermatoses are usually 
corrected much more promptly than the menstrual 
disturbances themselves. The author has obtained 
the same results in the treatment of menstrual dis- 
turbances by irradiating the suprarenals alone. In 
certain cases he has added irradiation of the 
pituitary gland with moderate doses (3,000 r) over 
a period of fifteen days. 

Symptoms of the menopause (vasomotor dis- 
turbances, hot and cold flashes, rheumatoid pains) 
cannot all be cured by irradiation. Irradiation of 
the lumbar sympathetics (Gouin and Bienvenue) 
and of the pituitary and thyroid glands (Boraz) have 
been partially successful. The author has noted 
no permanent relief of hypertension from irradia- 
tion of the adrenals and pituitary gland as reported 
by Solomon, but has observed relief of vasomotor 
disturbances after irradiation of the adrenals alone. 
The finding of Huet that irradiation of the pituitary 
gland for menopausal symptoms is followed by a 
diminution of the content of follicular hormone in 
the urine he regards as of great biological impor- 
tance. He believes that irradiation will prove of 
great value to the gynecologist in the treatment of 
the symptoms of the menopause. 

Harop C. Mack, M.D. 








OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Wrigley, A. J.: A Criticism of Antenatal Work. 
Brit. M.J., 1934, i, 891. 


In discussing antenatal work with regard to the 
toxemias, Wrigley calls attention to the fact that, 
of the last 7,000 women who were under observation 
at the General Lying-In Hospital, London, during 
pregnancy, only 6 developed eclampsia, and of the 
last 3,500 women who were under the care of the 
Clapham Maternity Hospital, only 3 developed this 
condition. Moreover, the eclampsia was mild in all 
except 1 case and was fatal in none. On the other 
hand, of 544 cases of death from eclampsia cited in 
the Report of the Departmental Committee on Ma- 
ternal Mortality, no examination of the urine was 
made in 277 and in 120 cases in which the urine had 
been examined no treatment had been given. Wrig- 
ley believes that if the statistics included cases of the 
milder toxic albuminuria of pregnancy, the findings 
would be even less favorable. He is therefore of the 
opinion that the supervision of pregnant women is in 
general inadequate and too perfunctory, and that 
women who neglect to make routine visits for exami- 
nation should be called. 

He believes also that the ‘‘health of mind”’ of the 
pregnant woman has not been sufficiently considered 
in antenatal work. 

With regard to the problem of disproportion, he 
discusses the induction of labor. According to his 
statistics, antenatal supervision has resulted in the di- 
agnosis of a minor degree of disproportion in an enor- 
mous number of cases in which it was not present. 
He believes that the fetal mortality of 10 per cent 
was due to inability of the premature child to live 
rather than to tight fit of the head. In an analysis of 
maternal deaths in several obstetrical hospitals, 
Browne found that 1 in 70 of these deaths occurred 
as the result of the induction of labor. Wrigley there- 
fore believes that the question ‘“‘Can we induce 
labor?” should be replaced by the question ‘‘Should 
we induce labor?”’ 

In Wrigley’s opinion, the value of external cephalic 
version, especially of such version performed under 
anesthesia, has been overestimated and the manipu- 
lation may be harmful. In 2 London obstetrical hos- 
pitals 76 women were anesthetized during pregnancy 
for the correction of a breech presentation. In the 
cases of 45, the version was successful insofar as a 
vertex presentation was obtained, but only 35 of the 
babies were born alive. 

The author offers no criticism of antenatal care in 
relation to antepartum hemorrhage. 

In regard to the care of the breasts, Wrigley states 
that women are apt to develop an antipathy toward 
breast feeding if their attention is focused on the 


breasts too much. He therefore prefers neglect to 
overactive care such as sponging with cold and warm 
water three times a day, the application of oint- 
ments, and the use of a brush for stimulation. 

A. F. Lasu, M.D. 


Robson, J. M.: Pregnancy Diagnosis in Theory 
and Practice. Brit. M.J., 1934, i, 1063. 


The source and physiology of the cestrogenic and 
gonadotropic hormones are discussed on the basis 
of the work of other investigators. (£strin is found 
in the urine for some days after birth, throughout 
the period of sexual activity, and for at least several 
years following the menopause. The gonadotropic 
hormones are excreted in the urine for some days 
after birth and during the entire life cycle after the 
onset of puberty. 

Although both of these types of hormones are 
markedly increased during pregnancy, the tre- 
mendous increase in the gonadotropic hormone ex- 
creted is of diagnostic value in the early stages of 
gestation. 

Following a description of the tests for the gonado- 
tropic hormones and a discussion of the action of 
the hormones in the urine the author reports the 
results of an investigation of the accuracy of the 
Aschheim-Zondek and Friedman tests. As the 
Brouha test carried out on male mice did not give 
as reliable results as the other tests, it was not 
studied further. A test described recently (1934) 
by Bellerby is mentioned only briefly as further 
data are necessary for its evaluation. 

The author describes the methods used at the 
Edinburgh Pregnancy Diagnosis Station for de- 
creasing the toxicity and increasing the potency of 
the urine specimens. 

According to a review of the literature made re- 
cently (1934) by Mack and Agnew, the Aschheim- 
Zondek test was accurate in 96.6 per cent of 8,685 
cases of pregnancy and the Friedman test was ac- 
curate in 98.5 per cent of 1,899 cases. At the 
Edinburgh Pregnancy Diagnosis Station the Asch- 
heim-Zondek test proved accurate in 98.25 per cent 
of 3,151 cases. The accuracy of the Friedman test 
in 151 cases was about the same. 

The author’s findings also demonstrated that 
there is little difference in the reliability of the 
Aschheim-Zondek and Friedman tests. 

As the tests indicate only the presence of gonado- 
tropic hormones capable of producing certain 
changes in the test animals, other conditions in 
addition to gestation may cause positive results. 
The varous conditions requiring differentiation from 
normal pregnancy are ectopic gestation, hydatidi- 
form mole, chorionepithelioma, malignant disease, 
the menopause, and operative and radiological 
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castration. A negative test in the presence of decid- 
ual tissue may occur in rare cases in which the tis- 
sue between the embryonic and maternal circulation 
is fibrosed (Klein, 1933). In 1931, Philipp reported 
the occurrence of such fibrosis in two cases of hy- 
datidiform mole in which the Aschheim-Zondek test 
was negative. A. F. Lasu, M.D. 


Ibafiez, A. I. L.: Extra-Uterine Pregnancy (El 
embarazo extrauterino). Rev. méd.-quirurg. de 
patol. feminina, 1934, ii, 471. 

IbAiiez analyzes sixty-seven cases of extra-uterine 
pregnancy which he operated upon in the last six 
years. He discusses the symptoms, differential diag- 
nosis, operative treatment, prognosis, etiology, pa- 
thology, and postoperative course of the different 
forms. In the cases reviewed there were no deaths. 
In 7.46 per cent the condition was recurrent. In one 
case there was a bilateral unruptured tubal preg- 
nancy. The Aschheim-Zondek test was negative in 
the cases in which the embryo had been dead for 
from eight to ten days, but strongly positive in those 
in which the embryo was still alive. 

With regard to the advisability of operating on 
patients in shock the author states that in his 
opinion it is preferable to delay intervention until 
improvement in the general condition has been 
brought about by anti-shock measures and trans- 
fusion. The best time for operation is the free in- 
terval before recurrence of the hemorrhage. 

Of the author’s patients who could be traced after 
the extra-uterine pregnancy, 20 per cent had subse- 
quent normal pregnancies and 80 per cent remained 
sterile. The cause of the postoperative sterility is 
usually easy to diagnose, especially with the aid of 
uterosalpingography, but its treatment is successful 
only exceptionally. When the remaining tube is 
permeable the sterility is usually caused by mal- 
position of the uterus, an endocrine disturbance, or 
hypo-ovarianism which is functional or due to 
organic lesions in the ovaries. 

The article is supplemented by roentgenograms, 
brief summaries of the cases reviewed, and an exten- 
sive bibliography. M. E. Morse, M.D. 


Sullivan, C. F., Tew, W. P., and Watson, E. M.: 
The Bilirubin Excretion Test of Liver Function 
in Pregnancy. J. Obst. @ Gynec. Brit. Emp., 1934, 
xli, 347. 

The authors report the results of 147 bilirubin- 
excretion tests done in the cases of 80 women during 
pregnancy and after delivery. The _ bilirubin- 
excretion test is based on the elimination from the 
blood stream, presumably by the liver, of a given 
amount of bilirubin (proportional to the patient’s 
weight) which was injected into the blood stream. 
Samples of blood are collected and tested before the 
injection and at intervals up to four hours after the 
injection. The technique of the test, which is not 
simple, is described. 

In the cases of normal non-pregnant individuals 
the average retention of bilirubin at the end of four 


hours was found to be 5 per cent. This corresponded 
extremely well with the retention found during the 
first half of uncomplicated pregnancy. In the latter 
half of uncomplicated pregnancy, however, the 
average retention was 8 per cent, suggesting that 
there is usually some impairment of liver function 
as pregnancy progresses, even though there may be 
no clinical evidence of it. After delivery, the reten- 
tion returned to normal even in pathological cases. 
It is suggested that the so-called ‘low reserve kid- 
ney” has its analogy in the liver function. 

In the cases of women with toxic manifestations 
and proved abnormal kidney function, the retention 
of bilirubin was normal or less than normal. On the 
other hand, there was a group of patients with toxic 
manifestations and no demonstrable aberration of 
kidney function in whom the bilirubin test showed a 
retention above the normal. However, the authors 
believe that the field for this test is limited because 
of the difficulty in the technique and because of the 
slight difference between the abnormality exhibited 
during the latter half of normal pregnancy and 
that of the so-called hepatic toxemia. They are of 
the opinion that the test will prove of most value in 
the toxemia of early pregnancy. 

Henry S. ACKEN, Jr., M.D. 


Paroli, G.: Possible Grave Complications of Preg- 
nancy in Very Young Primiparz (Su possibiliti 
gravi complicanze per gravidanza in primipare 
giovanissime). Arch. di ostet. e ginec., 1934, xli, 200. 

The author reports a case of eclampsia in a 
thirteen-year-old primipara at term who was de- 
livered successfully by low cervical cesarean section. 
After an uneventful postoperative course the 
patient died suddenly on the seventeenth day, 
apparently from embolism. However, postmortem 
examination failed to demonstrate emboli in any 
part of the body. 

Contrary to prevailing opinion, Paroli points out 
that grave complications may occur even in young 
primipare. He believes that these patients tolerate 
cesarean section remarkably well. 

GEorGE C. Frnora, M.D. 


Rossenbeck: The Goals and Methods of Research 
Regarding Eclampsia (Ziele und Wege fuer die 
Eklampsiesorschung). Arch. f. Gynaek., 1933, clvi, 
206, 215. 

The accumulation of sodium in the musculature 
of eclamptics again demonstrated by the author, 
which evidently occurs under the influence of hyper- 
pituitrinemia, brings about a chemical and physico- 
chemical reaction milieu which favors an increase in 
the carbohydrate metabolism in the periphery. As 
the anaérobic reduction of glucose to lactic acid 
requires the assistance of the thyroid hormone, the 
increase of thyroid function found in eclamptics 
(Anselmino and Hoffmann, Eufinger and coworkers) 
is a demand reaction or a distress reaction in the 
sense in which this term is used by Cannon. Accord- 
ing to Haffner, the acceleration of the anaérobic 
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catabolic process in the musculature under the 
influence of thyroxin is brought about through stim- 
ulation of the peripheral sympathetic nerves. The 
visible manifestation of this peripheral sympathetic 
stimulation the author found in the increase in 
calcium in the musculature of eclamptics demon- 
strated by him previously and again recently, which 
is evidenced clinically by a decrease in the galvanic 
irritability of nerves and muscles (Seitz, Spiegler, 
Rossenbeck). 

Under normal conditions the thyroid gland, the 
hormone of which is the activ«ting principle of the 
glycogen-releasing ferment complex in the liver, is 
the stable continuous activator of sympathetic 
processes (Isaac and Siegel). When the increased 
function of the thyroid gland is insufficient to 
cope with the enormously increased carbohydrate 
requirement of the periphery, the adrenal glands 
supplement it in the emergency. Normally, the 
secretion of the adrenals, adrenalin, is a labile and 
only a temporarily acting activator of sympathetic 
catabolic processes (Isaac and Siegel), but in pro- 
longed emergencies it assumes a prolonged function 
as a co-activator of the release of glycogen from the 
liver. 

The result of the increased excretion of adrenalin, 
which serves principally to send carbohydrates 
from the liver to the periphery, is the clinically 
apparent increase in the blood pressure. In the 
metabolism of the liver the hyperadrenalinemia 
causes, on the one hand, a renewed acceleration of 
the release of glycogen from the liver and, on the 
other hand, a slowing of the resynthesis of the 
lactic acid returning to the liver in increased amounts 
from the periphery. As a synthetic hormone of liver 
glycogen, adrenalin acts only in the very small con- 
centrations in which it is normally present in the 
blood (Cori and Corti). 

The result of the slowing of the resynthesis of 
lactic acid in the liver is the increase in lactic acid 
in the blood which has been recognized for years and 
which, since the work of Loeser and Bokelmann, can 
no longer be regarded as exclusively the result of 
convulsions. The increase in the carbohydrate 
metabolism in the periphery on the one hand and 
the slowing of resynthesis in the liver on the other 
establish a vicious circle which, with corresponding 
intensity of the participating reactions in the pe- 
riphery, may lead to a slowing of the oxidative me- 
tabolism and thereby to convulsions and, in the 
central organ, the liver, the formation of the well- 
known necrotic foci. 

The theory of a direct toxic action on the organs 
chiefly affected by eclampsia, the liver and kidneys, 
would classify eclampsia as a uniglandular dis- 
turbance which, without doubt, is incorrect. The 
conception of the condition as a “water-poisoning”’ 
is also too limited as the disturbances demonstrated 
in the carbohydrate balance (Bokelmann, Bock, 
Rother, and others), which still remain one of the 
principal problems of eclampsia, are not given 
sufficient consideration. (G). 
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Stroganov, V.: Old and New Observations in the 
Treatment of Eclampsia (Alte und neue Beo- 
bachtungen in der Behandlung der Eklampsie). 
Ginek., 1933, i/ii, 1. 

This article presents the opinions of the Russian 
pastmaster of conservative treatment of eclampsia. 
Stroganov says, ‘‘It has not yet been definitely 
determined how eclampsia should be treated, but 
the predominance of conservative treatment is 
evident.”’ 

In the period from May 3, 1930, to August 13, 
1931, 153 cases of eclampsia were treated with 7 
deaths, a mortality of 4.6 per cent. As compared 
with former years, the mortality showed a decline. 
Of 162 infants, including 9 pairs of twins, 35 (22 per 
cent) died. If the fatalities attributable to obstetri- 
cal interventions and complications are subtracted, 
the corrected infant mortality was 9.5 per cent. ‘The 
obstetrical operations included 45 forceps applica- 
tions, 2 versions, 1 cwsarean section for a generally 
contracted pelvis, 3 perforations and cranioclasties, 
9 extractions, 1 Kristeller maneuver, 1 drawing down 
of a foot, and 2 manual separations of the placenta. 

During the years from 1925 to 1931, 788 cases of 
eclampsia were treated in Leningrad by the con- 
servative method, with a gross maternal mortality 
of 5.1 per cent and a gross infant mortality of 20.6 
per cent. 

Stoeckel’s contention that delivery should be 
effected within fifteen minutes after the first attack 
is theoretically not sufficiently grounded. The claim 
that cesarean section is the most sparing method of 
delivery for the eclamptic woman is refuted by 
recent statistics. According to the extensive mate- 
rial of Eden, the mortality of caesarean section in 
cases of eclampsia is 23.8 per cent, whereas that of 
conservative methods ranges from 9.6 to 14.5 per 
cent. Kuestner and Winter give similar percentages. 
In cases in which labor must be terminated in the 
presence of an undilated cervical os because of 
eclampsia, rupture of the membranes should be done 
instead of cesarean section, if not otherwise, at least 
after previous dilatation of the cervical os with 
Hegar sounds. After from twelve to fifteen hours 
spontaneous labor will then occur and will be more 
rapid the more severe the toxicosis. If the woman is 
unable to withstand the trauma of spontaneous 
labor she is unable to withstand the trauma of 
caesarean section. 

In the cases reviewed, except in those with offenses 
against asepsis and erroneous diagnoses which, on 
hurried preparation of the patient for casarean sec- 
tion are sources of danger, all of the women who had 
had a total of from 1 to 3 attacks were delivered by 
cesarean section in accordance with the active pro- 
cedure demanded by Stoeckel. However such cases 
constituted 40 per cent of 153 cases of eclampsia and 
45 per cent of 300 additional cases. 

The claim of Stoeckel that eclampsia leads to 
death more certainly the longer it lasts is also not 
absolutely correct. It is true only when the attacks 
continue. If the occurrence of attacks is prevented 
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by suitable therapeutic measures, the condition of 
the patient usually improves and it will be possible 
to avoid cesarean section, which is more dangerous 
than the eclampsia. Attention is called to the fact 
that in Stoeckel’s cases all of the infants survived 
although it is well known that in severe eclampsia 
the infants often die even before the beginning of 
labor. The conclusion may therefore be drawn that 
most of the women whom Stoeckel delivered by 
cwsarean section had only a mild form of eclampsia. 
The work of Waldstein in 1928 does not indicate 
the necessity for active treatment in eclampsia. 

Recently, luminal and a 25 per cent solution of 
magnesium sulphate (Schwarz and Dorset, 1930) 
have been recommended as substitutes for chloral 
hydrate. It is still not possible to decide whether 
they can take the place of chloral hydrate. Their 
advantage lies in the fact that they may be injected 
subcutaneously or intramuscularly. As use of 
chloral hydrate as a clysma is associated with the 
possibility that the drug may not be resorbed by 
the intestine, they may be tried in cases in which the 
usual morphine-chloral hydrate medication is not 
successful. 

In cases of eclampsia even the slightest interven- 
tion such, for example, as catheterization, should be 
done under chloroform anesthesia. A minimal 
amount of chloroform (from 2 to 6 c.cm.) should be 
used; only in exceptional cases should from 1o to 15 
c.cm. be given. Venesections, which are highly 
recommended, should not exceed 500 c.cm., as 
hemorrhages are not rare during the third stage of 
labor in eclampsia. In eclampsia of pregnancy and 
cases of eclampsia in which labor lasts more than 
twenty-four hours after cessation of the attacks, 
from o.5 to 1.5 gm. of chloral hydrate should be 
given in the course of the next few days 3 times daily 
according to the condition of the patient. Ether 
anesthesia is not advisable in eclampsia as it does 
not become sufficiently deep quickly enough, the 
vascular dilatation does not occur so energetically 
as in the use of chloroform, the anesthesia ceases 
rapidly, and ether induces a secretion in the bron- 
chial tree which may lead to pneumonia. The sub- 
cutaneous infusion of from 300 to 500 c.cm. of a 5 to 
10 per cent solution of glucose is more harmful than 
helpful. The subcutaneous injection of oxygen is 
valueless. Anuria is not an indication for caesarean 
section as it very often ceases under conservative 
treatment. Spinal puncture is an _ unessential 
adjuvant. Von Knorre (G). 


LABOR AND ITS COMPLICATIONS 


Laffont, A., and Fulconis, H.: Placenta Previa at 
the Alger Maternity Hospital (Le placenta prae- 
via 4 la Maternité d’Alger). Rev. frang. de gynéc. et 
@’obst., 1934, Xxix, 180. 

The authors review 301 cases of placenta previa 
occurring among 11,921 obstetrical cases observed 
during the period from 1905 to 1933. In 281, purely 
obstetrical procedures were carried out. Simple rup- 


ture of the membranes was done in 110, rupture of 
the membranes with dilatation or version but with- 
out immediate extraction in 95, version by internal 
maneuvers with complete dilatation in 73, and the 
Delmas procedure in 3. There were 18 deaths. In 5 
of the fatal cases death was due to hemorrhage; in 
7, to uterine rupture; in 4, to infection; in 1, to 
embolism; and in 1 to shock. Most of the fatal 
hemorrhages were caused by forced dilatation of the 
cervix. This procedure frequently leads to laceration 
of the cervix or to lesions of the isthmus or broad 
ligaments, regions often weakened in multipare by 
endometritis. The deaths due to infection were eas- 
ily explained by the premature rupture of the mem- 
branes with repeated manual examinations before 
the patients’ admission to the hospital. In the cases 
of fatal shock, anemia, acidosis, hepatic insuffi- 
ciency, and the duration of the operation rendered 
the patient unable to stand anesthesia. It is possible 
that in some of these cases the patient’s life might 
have been saved by operation, but at the time that 
most of them occurred the surgical procedures of 
Kroenig and Sellheim were not well known in France. 
In recent years new surgical procedures have taken 
the place of the older obstetrical methods in placenta 
previa. 

Cesarean section was first tried in placenta previa 
at the Maternity Hospital of Alger in 1924. Other 
procedures followed with the subsequent evolution 
to hysterectomy and finally of suprasymphyseal cex- 
sarean section. Since 1924, broad incision of the 
cervix has been done by the authors in 1 case, hys- 
terectomy in 1 case, high cesarean section in 6 cases, 
and suprasymphyseal cesarean section in 12 cases. 
There were 2 deaths. These cases are reported in 
detail. 

The results of suprasymphyseal section have been 
better than those obtained by the classical caesarean 
operation. Of the patients operated upon by high 
cesarean section, 2 died from acute infection, while 
of the 12 patients subjected to suprasymphyseal 
cesarean section, all recovered. ; 

High cesarean section has its advocates for cases 
in which the membranes are intact, only a single 
hemorrhage has occurred, few manual examinations 
have been made, and the cervix is devoid of lesions. 
Segmental incision is recommended. This procedure 
has been found of value for patients who have lost a 
large amount of blood and have a high temperature. 
One or 2 gauze tampons are left in contact with the 
sutured uterine wound for two or three days. The 
drains are placed in the subserous spaces formed by 
the commissures of a peritoneal fold incompletely 
sutured, or between the parietal and visceral leaves 
adhering to each other, or, by a longitudinal incision, 
in the peritoneum itself, incompletely sutured. There 
is less risk of injury to the vessels in this procedure 
than in a transverse incision. 

The authors believe that by this application of 
gauze drains to the uterine suture they have avoided 
a hysterectomy in several cases in which that opera- 
tion seemed indicated. They sacrificed the uterus in 
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only 1 case, a case in which there had been much 
manipulation, the cervix was oedematous, the mem- 
branes were ruptured, and there was abundant hem- 
orrhage. The patient was a multipara with 3 living 
children. She made a good recovery, but there was 
no reason to assume that she might not have done 
just as well after a suprasymphyseal cesarean sec- 
tion. The authors believe that hysterectomy is indi- 
cated in cases with severe hemorrhages to prevent 
further loss of blood that might prove fatal, and in 
cases with severe infection as a last resort, i.e., when 
the time for a saving cesarean section has passed or 
obstetrical treatment has failed. Portes’ operation 
was not performed, and broad incision of the cervix 
was done in only 1 case. The vaginal cesarean sec- 
tion was not attempted. 

Pre-operative transfusion is highly recommended. 
In the cases reviewed, intervention was made under 
spinal anesthesia if the arterial tension was not too 
low. Complications are much more common after 
obstetrical procedures than after surgical procedures. 

In conclusion the authors state that they use ob- 
stetrical procedures when the placental insertion is 
far from the internal os and especially when, in the 
cases of primipare, the normal progress of dilatation 
after rupture of the membranes permits extraction 
of the fetus without causing a lesion of the cervix. 

In cases presenting mechanical difficulties such as 
malpresentation, a large fetus, or a narrow pelvis, 
and cases, such as those of fibromatous uterus or 
cicatricial cervix, in which some complication during 
labor is superadded to a hemorrhage which in itself 
might not be sufficient to indicate operation, imme- 
diate operation is performed as soon as the inferior 
segment is well formed. 

When the rupture of the membranes is insufficient 
to prevent hemorrhage, the presentation remains 
high, and dilatation does not progress, no attempt 
at artificial dilatation is made, but suprasymphyseal 
cesarean section is done under spinal anesthesia if 
the blood pressure permits. When infection is sus- 
pected drainage is established. 

A similar intervention is done when the placenta 
previa occurs as labor begins. 

Hysterectomy is performed in cases in which hem- 
ostasis is urgent and imperative or there is grave 
danger of infection. The uterus should be removed 
as quickly as possible and without preceding cesa- 
rean section. 

In spite of the remarks of Tzanck in this regard, 
the authors are of the opinion that pre-operative 
transfusion was an important factor in the success- 
ful results obtained in their cases. 

EpitH SCHANCHE Moore. 


Siedentopf: The Frequency and Etiology of Oc- 
ciput-Posterior Presentation (Haeufigkeit und 
Aetiologie der occipito-posterioren Lagen). Arch. 
f. Gynaek., 1933, clvi, 225. 

A comparison of the statistics in the German and 

American literature with regard to the frequency 

of occiput-posterior presentations (including so- 


called vertex presentations and frontal presentations) 
shows a surprising difference. Whereas, according 
to American statistics, the frequency of these pres- 
entations ranges from 14 to 30 per cent, according 
to the German literature it ranges only from 1 to 
1! per cent. However, there are definite’ differ- 
ences of definition as American obstetricians desig- 
nate as occiput-posterior presentations all those in 
which the occiput is found behind the transverse 
diameter of the pelvis at any time during labor, 
whereas German obstetricians do not include 
among cases of occiput-posterior presentation those 
in which the occiput-posterior position occurs only 
temporarily. Nevertheless it is evident from the 
literature that the difference in definition is not 
sufficient alone to account for the great difference 
in the statistics. This is evident also from studies 
carried out by the author in the University Gyneco- 
logical Clinics of Chicago and Leipzig. 

Of 900 obstetrical cases reviewed by the author 
in Chicago, an occiput-posterior position was found 
in 74 (8.4 per cent), and according to the statistics 
of the Chicago Clinic such positions occurred in 
12.4 per cent of 35,113 deliveries. On the other hand, 
of 26,457 deliveries in Leipzig, an occiput-posterior 
position occurred in only 373 (1.4 per cent). 

The explanation of this peculiar difference is 
difficult. Racial differences do not seem to be a 
factor. Most probable seems to be a primary in- 
fluence of the shape of the pelvis as determined by 
the mode of life and development. The influence of 
the shape of the pelvis on the occurrence of the 
occiput-posterior presentation is discussed by the 
author on the basis of drawings. 

In examinations of the pelves of 68 women in 
Leipzig who had had an occiput-posterior presenta- 
tion, the most important observation was that the 
pubic arch was on the average considerably higher 
and narrower than in women who had had normal 
deliveries. It appears that the transversely nar- 
rowed and the funnel-shaped pelves are those most 
favoring occiput-posterior presentations. According 
to the literature and the author’s experience, pelves 
of these types are considerably more frequent in 
America than in Germany. Siedentopf suggests 
that the greater frequency of pelves of these types, 
which resemble the pelvis of the male and of the 
child, is related to the mode of life, especially the 
intensive athletic life, led by women in America. 

(G) 


O’Connor, C. T.: Caesarean Section. 
436 Cases. 


In 436 cases of cesarean section reviewed the cor- 
rected mortality was 3.9 per cent. In 296 classical 
sections it was 2.1 per cent, and in 133 laparo- 
trachelotomies, 5.3 per cent. In the cases in which 
the low cervical operation was done the morbidity 
rate was slightly lower. In cases of eclampsia treated 
by cesarean section the maternal mortality was 20 
per cent and the fetal mortality 25 per cent. The 
gross fetal mortality in the series was 9.5 per cent. 


A Review of 
New England J. Med., 1934, ccx, 948. 
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The author concludes from this study that, 
especially if there have been vaginal examinations 
or attempts at delivery, women who have had a 
long labor with membranes ruptured for a long 
time are not good risks for either type of operation. 

ALBERT W. Horman, M.D. 


Trettenero, M.: Postmortem Czsarean Section 
(Sul taglio cesario postmortem). Clin. ostet., 1934, 
XXXVI, 305. 

The author reports a cesarean section performed 
eighteen minutes after death from a skull fracture 
caused by a blow on the head. The fetus was 
mature and the fetal heart tones were audible. The 
operation was performed without preliminary prep- 
aration. A living child was delivered. 

From a review of the literature Trettenero con- 
cludes that the fetus in utero cannot survive the 
death of the mother by more than thirty minutes 
and that therefore cesarean section should not be 
delayed for family consent to the operation or for 
asepsis. 

He concurs with others that postmortem cesarean 
section should not be done unless the child is viable 
and alive. Smith believes that it is useless before 
the twenty-ninth week of pregnancy, whereas Stone 
is of the opinion that it is useless before the thirtieth 
week. As a rule it is contra-indicated before the 
seventh month of pregnancy. 

GeEoRGE C. Frvota, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Selye, H., Collip, J. B., and Thomson, D. L.: Nerv- 
ous and Hormonal Factors in Lactation. Endo- 
crinology, 1934, XViii, 237. 

The authors report experiments carried out on 
rats, mice, and guinea pigs to determine what stimuli 
induce the anterior lobe of the hypophysis to secrete 
prolactin. Hypophysectomy terminated established 
lactation in the rats and mice. It did not disturb 
pregnancy when it was done in the latter half of 
gestation on the rats and mice or on a guinea pig in 
the fourteenth day. However, the rats and mice lac- 
tated for only a few hours after parturition when 
hypophysectomy was performed during pregnancy. 
Although the hypophysis is essential for lactation, 
these studies indicate that the pregnant uterus or its 
contents may play the part of the hypophysis in 
supplying functional stimuli to the mammary glands. 

Lactation occurred in a series of rats after casa- 
rean section performed late in pregnancy, but not in 
another series in which hypophysectomy was done 
nor in a third series in which the uterus was dis- 
tended with paratiin after removal of the fetuses. 
Distention of the uteri of virgin rats with paraffin 
caused prolonged di-cestrus without the mammary 
development typical of pseudopregnancy. There- 
fore mechanical distention of the uterus affected 
hypophyseal function. 

When all the galactophores were tied, suckling 
continued in lactating rats and rapid involution of 


the mammary glands did not occur. The nervous 
stimulus of suckling at the nipples of certain glands 
maintained active secretion in neighboring glands 
not suckled. The act of suckling also maintained 
lactation di-cestrus in rats in which escape of milk 
was prevented by ligation of all galactophores. The 
authors conclude that the act of suckling affects the 
anterior lobe of the hypophysis reflexly so that the 
latter continuously produces prolactin and further 
ovulation and the phenomena of cestrus are inhibited. 
A. F. Lasu, M.D. 


Turunen, A. O. I.: Mediastinal and Subcutaneous 
Emphysema of Parturient Women (Emphysema 
mediastinale et subcutaneum parturientum). Acta 
obst. et gynec. Scand., 1934, xiv, 76. 


The author reports the cases of two young healthy 
primipare who developed a localized cutaneous em- 
physema of the upper part of the body, chiefly on 
the right side, following normal labor associated with 
little difficulty. In one case a roentgen examination 
of the chest was made. This showed the presence of 
air also in the mediastinum. Clinical examination 
revealed absence of absolute cardiac dullness for sev- 
eral days. These findings indicate that emphysema 
of the skin following delivery is accompanied by a 
mediastinal emphysema which is probably due to a 
subpleural tear of the lung. It is to be assumed that 
the air enters the mediastinum from the tear in the 
lung and enters the skin from the mediastinum. 

As this complication is very rare and no more than 
ordinary efforts during labor are required to produce 
it, we must assume that its occurrence is favored by 


congenital anomalies of the respiratory tract or un- 
usual fragility of the pulmonary tissue. It is possible 
that mediastinal emphysema is associated with labor 
more frequently than is believed. However, it sel- 
dom develops to such a degree that cutaneous em- 
physema occurs. 


Bohler, E., and Reiles, M.: Discontinuance of 
Uterovaginal Tamponade in Favor of Uterine 
Exploration Combined with the Intravenous 
Injection of Hypophysin (Suppression du tam- 
ponnement utéro-vaginal au profit de la révision 
utérine combinée 4 l’injection intraveineuse d’hy- 
pophysine). Gynéc. et obst., 1934, xxix, 393. 

Prior to July 15, 1931, it was the authors’ practice 
to perform uterine tamponade after every digital 
exploration of the uterus for retained membranes, 
after every manual removal of the placenta, and 
after uterine hemorrhage during and following 
delivery. In the course of 13,793 deliveries in the 
period from 1922 to July 15, 1931, tamponade was 
done 220 times with 5 deaths and a high morbidity. 
Tamponade following manual removal of the pla- 
centa had a morbidity of 50 per cent, and tamponade 
following digital exploration of the uterus a morbid- 
ity of 10 per cent. 

Since 1931 the authors have abandoned uterine 
tamponade, substituting for it the intravenous 
administration of extract of the posterior lobe of 
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the hypophysis (hypophysin). In 4,000 deliveries, 
joo of which were followed by digital exploration 
of the uterus for retained secundines and in 20 of 
which manual removal of the placenta was done, 
there were no deaths. One death from septicemia 
followed manual removal of the placenta in a 
frankly septic case. 

The authors believe that in the treatment of 
uterine atony tamponade is dangerous as it is 
technically difficult and it permits continuance of 
the hemorrhage behind, as well as through, the 
packing so that serious loss of blood may be unrecog- 
nized. Uterine damage from perforation or from 
extension of tears of the cervix and lower segment of 
the uterus are not rare. Moreover, the morbidity 
ind mortality after the procedure are high. 

After exploration of the uterus and manual re- 
moval of the placenta the intravenous administra- 
tion of hypophysin acts promptly to produce 
uterine contractions which arrest or prevent 
hemorrhage. Since the authors have abandoned 
tamponade they have never seen an instance of 
severe hemorrhage necessitating the intravenous 
administration of fluid or blood transfusion. 

Harop C. Mack, M.D. 


Hustin, A.: Variations in Temperature Observed 
During the Course of a Case of Suppurative 
Thrombophlebitis of Puerperal Origin (Varia- 
tions de température observées au cours d’un cas de 
thrombophlébite suppurée d’origine puerpérale). 
Gynéc. et obst., 1934, XXix, 289. 


The author studied simultaneously the fluctua- 


tions in the cutaneous and rectal temperature in a 
fatal case of suppurative thrombophlebitis of puer- 
peral origin. The temperature readings at ten- 
minute intervals during the eighteen days prior to 
death were obtained by means of special mercury 
thermometers attached to the palm of the hand and 
inserted in the rectum, which recorded the changes 
in the mercury levels automatically. 

Under normal conditions in man the peripheral 
and central temperature curves usually parallel each 
other closely, differing only from five-tenths to six- 
tenths of 1 degree. As vasomotor effects resulting 
in a change of caliber of the cutaneous vessels bring 
about changes in the skin temperature, the usual 
parallelism may be changed in disease or emotional 
states. The author studied these variations to de- 
termine what factors may bring about a change in 
the normal temperature relationship between the 
skin and the interior of the body. 

The patient whose case is cited had a succession 
of febrile attacks, each of which showed the same 
thermal characteristics. At the onset of every at- 
tack the rectal and skin curves which previously had 
remained closely parallel suddenly diverged, the 
rectal temperature rising and the skin temperature 
falling. After reaching its peak, the rectal tempera- 
ture subsided slowly and progressively. At the mo- 
ment that the rectal temperature began to descend 
the skin temperature darted upward, attaining a 
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level close to that of the central temperature curve. 
It then again subsided until it resumed the normal 
parallel relationship. 

As the peripheral temperature depends upon dila- 
tation or constriction of the skin vessels, the skin 
temperature accurately reflected the variations in 
vessel caliber and demonstrated the vasoconstric- 
tion which took place at the onset of the attacks 
and was followed immediately by vasodilatation. 
These periods of contraction and dilatation are sud- 
den and complete. The beginning and the end of the 
rise in the central temperature correspond exactly 
with the beginning and the end of the drop in the 
skin temperature or, in other words, with the begin- 
ning and the end of cutaneous vasoconstriction. 

As the sensations of changes in the peripheral 
temperature are perceived more acutely than those 
of changes in the central temperature, the thermal 
curve of the hand permits more accurate determina- 
tion of the beginning and end of febrile attacks. 
Intense attacks are accompanied by chills which 
continue for a short time after the onset of vaso- 
constriction and cease while the vessels are still 
constricted. 

In the reported case of thrombophlebitis the fe- 
brile attacks and the rises which followed the in- 
travenous administration of gonococcus vaccine 
were followed by identical temperature variations. 
The author regards this as further evidence that the 
febrile attacks of thrombophlebitis are provoked by 
septic emboli. He believes that when positive blood 
cultures are obtained infrequently in this condition 
the blood is not taken at the proper time. ‘The 
blood should be withdrawn, not at the moment of 
the chill, but fifty minutes or more before the chill. 
Despite the large number of febrile attacks in the 
author’s case, which were due presumably to septic 
embolism or the dissemination of bacteria, only 
three metastatic abscesses were found at autopsy. 
Hustin was unable to note any type of periodicity 
in the febrile attacks. However, the attacks were 
most frequent during the day and during the period 
corresponding to invasion of the primary iliac vein 
by thrombi. From these observations Hustin con- 
cludes that among the factors producing febrile at- 
tacks are the movements of the patient and the ar- 
rival of a fresh thrombus at the level of a vein of 
larger caliber. 

During certain periods the central temperature 
presented capricious oscillations, and during others 
it remained at a high and constant level. In the 
former the febrile attacks were fewer and the cen- 
tral temperature was able to descend to the level 
which it would have occupied under normal condi- 
tions. This fact seems to indicate that in cases of 
thrombophlebitis the thermal centers are disturbed 
only at the time of embolism, in contrast to other 
acute infectious diseases in which they are disturbed 
constantly. Hustin ascribes constant elevation of 
the temperature to the occurrence of many attacks 
of septic embolism in rapid succession. 

Harotp C. Mack, M.D. 
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Cotte, G., and Mathieu, J.: Cases of Non-Suppura- 
tive Puerperal Odphoritis (Quelques cas d’ova- 
rites non-suppurées consécutives 4 la puerpéralité). 
Gynéc. et obst., 1934, XXiX, 313. 

As compared with the reports in the literature on 
suppurative oéphoritis of puerperal origin, those on 
the non-suppurative types are extremely few. The 
authors are of the opinion that many functional 
disorders (amenorrhoea, polymenorrhcea, sterility, 
dyspareunia, and menstrual and intermenstrual 
pain) are due to oéphoritis after labor or abortion. 

They cite five cases in which the presence of sim- 
ple, non-suppurative odphoritis without other signs 
of pelvic intlammation was definitely related to a 
previous miscarriage or delivery. The enlarged 
cedematous ovaries showed sclerocystic changes as- 
sociated with uterine congestion. The chief symp- 
tom was a constant pelvic pain which was dull in 
character as compared with the sharp lancinating 
pains of salpingitis. Rest in bed, foreign protein 
therapy, and other conservative methods of treat- 
ment gave no immediate relief. The symptoms were 
usually aggravated during menstruation and be- 
came less intense after the menstrual periods. 
Amenorrhcoea, dysmenorrhoea, intermenstrual pain, 
and sterility are common sequela. Polymenorrhcea 
and leucorrhoea are not uncommon, and frequently 


there is dyspareunia due to ovarian tenderness in 
association with loss of libido. 

Physical examination is usually negative. The 
fallopian tubes are patent. Occasionally ovarian 
enlargement can be demonstrated by vaginal ex- 
amination if the ovaries are prolapsed in the cul-de- 
sac. Loss of weight, malaise, and mild elevations 
of the temperature are associated general symptoms. 
Spontaneous cure may result in the cessation of all 
symptoms and signs of ovarian involvement, but 
when the sclerocystic disease has become chronic 
dense peritoneal adhesions fixing the ovary to the 
cul-de-sac may be formed. 

The authors are at a loss to explain why this form 
of puerperal infection should be confined to the 
ovary, the uterus and tubes being spared. They 
believe that the infection is carried to the ovary by 
the blood stream or possibly by the lymphatics 
from a cervical lesion. 

Conservative treatment offers the best chance for 
cure, but the course of the disease is usually pro- 
tracted. Insulin therapy is said to be beneficial 
when polymenorrhcea is present. Surgical inter- 
vention is indicated only in chronic cases with in- 
tense pain and adhesions. Even in such cases the 
utmost conservatism is indicated to avoid complete 
castration. Harop C. Mack, M.D. 


Th 
of th 
chan 
auto} 
Hosp 
were 
were 
in on 

TI 
culos 
duril 
frequ 
‘lami 
lipoi 
trop! 
neop 
detai 


Faur 


‘ 


TI 
of ag 
emac 
peric 
Addi 
by t 
leavi 
of th 
ently 
sym 
diag: 
This 


natic 
Whi 
supr 
ism | 
exan 
mort 
popi 
sligh 
cien 

R 
of ¢ 





GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Clark, J. H., and Rowntree, L. G.: Studies of the 
Adrenal Glands in Health and in Disease. I. 
Diseases of the Adrenal Glands as Revealed in 
25,000 Autopsies. Endocrinology, 1934, xviii, 256. 


The authors discuss the histology and physiology 
of the adrenal glands and review the pathological 
changes found in these glands in 25,000 consecutive 
autopsies performed in the Philadelphia General 
Hospital. Of the 25,000 cases, pathological lesions 
were found in the adrenals in 925 (3 per cent), but 
were considered to warrant histological examination 
in only 511 (2 per cent). 

The incidence of amyloid infiltration and tuber- 
culosis of the adrenals showed a definite decrease 
during the last decade. Given in order of decreasing 
frequency, the pathological changes found were in- 
‘lammation, degeneration, disturbances of the 
lipoid content, infiltration, hemorrhage, hyper- 
trophy and atrophy, and primary and metastatic 
neoplasms. Each type of change is discussed in 
detail. FRANK M. Cocuems, M.D. 


Faure-Beaulieu, M., Lyon-Caen, L.,and Brunel, M.: 
Addison’s Disease with Slight Symptoms and a 
Prolonged Course. The Value of Roentgen Di- 
agnosis (Maladie d’Addison 4 symptomatologie 
fruste et 4 évolution prolongée. Utilité du diagnos- 
tique radiologique). Presse méd., Par., 1934, xlii, 
453. 

The case reported was that of a man fifty-six years 
of age who gave a thirteen-year history of asthenia, 
emaciation, and digestive disturbances, and for a 
period had had a discoloration of the skin suggesting 
Addison’s disease. When the patient was first seen 
by the authors the melanodermia had passed off, 
leaving only slight traces on the mucous membrane 
of the lips. The blood pressure was not, and appar- 
ently never had been, abnormally low. The clinical 
symptoms were not sufficiently typical to justify a 
diagnosis of tuberculosis of the suprarenal capsules. 
This diagnosis appeared doubtful also because of the 
long course of the disease. 

Laboratory methods were inconclusive. Determi- 
nations of the blood sugar revealed hypoglycemia. 
While this is an indication of insufficiency of the 
suprarenals, it is also an indication of hyperinsulin- 
ism and therefore was not decisive. Interferometric 
examination of the serum confused the diagnosis still 
more as it showed signs of hyperthyroidism and hy- 
popituitarism. The figures for the suprarenal showed 
slight hyperactivity of the cortex and slight defi- 
ciency of the medulla. 

Roentgen examination revealed definite evidence 
of calcification of the suprarenals. The roentgen 


diagnosis of Addison’s disease is new. However, 
tuberculous suprarenal capsules are not visible on 
roentgen examination unless they are calcified. As 
Addison’s disease is ordinarily caused by caseation 
of the suprarenal capsules, the course of the disease 
must be slow to allow time for calcification to occur. 
It is in the cases of slow development that clinical 
diagnosis is difficult. In typical cases clinical diag- 
nosis is comparatively easy and roentgen examina- 
tion is unnecessary. In atypical cases roentgen 
examination is of the greatest value. 
AupREY Goss MorGan, M.D. 


Rabinovi¢, I.: Subcutaneous and Open Renal In- 
juries (Subcutane und offene Nierenverletzungen) 
Nov. chir. Arch., 1933, Xxviii, 216. 


Among 3,660 patients with traumatic injuries who 
were seen during the last few years, there were 24 
with renal injuries. Of the latter, 18 had subcutane- 
ous, and 6 had open, renal injuries. In 13 of the 24 
cases the trauma was due to occupation, and in rr to 
an accident. The injury involved the left kidney in 
15 cases, the right kidney in 8, and both kidneys in 1. 

With regard to the pathogenesis of such injuries 
the author states that Kuester’s theory cannot ex- 
plain all cases of subcutaneous injury. It must be 
recognized that in some cases the role of aggravating 
factor is played by the twelfth rib and the transverse 
process of the lumbar vertebra. 

In the diagnosis, cystoscopic examination is a 
valuable aid, particularly in cases of injury in which 
it may be necessary to consider operative treatment. 
The author cites a case in which chromocystocopy 
showed that the injured kidney was a solitary 
kidney. 

The different kinds and grades of pathologico- 
anatomical lesions of the kidneys are responsible for 
a multiplicity of clinical symptoms varying from 
those which are very mild to those which are ex- 
tremely severe. The hematuria does not appear to 
be a criterion of the degree of destruction of the 
kidney. 

The treatment indicated depends upon the type 
and gravity of the anatomical lesion. It varies from 
simple expectant conservative treatment in cases of 
subcutaneous rupture to urgent operative treatment 
in cases of open renal injuries. The author has oper- 
ated 6 times—twice in cases of subcutaneous injury 
and 4 times in cases of open injury. He performed 
nephrectomy 3 times, nephrotomy once, renal suture 
once, and tamponade once. In subcutaneous renal 
injuries immediate operation is indicated by rupture 
of the peritoneum, intraperitoneal injuries and haem- 
orrhages, and severe primary hemorrhage. In the 
later stages operative treatment is indicated by per- 
sistent and threatening retroperitoneal bleeding, 
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secondary hemorrhages, and infection. The indica- 
tions for operation in cases of open renal injuries are 
similar to those in cases of subcutaneous injuries. 
Less serious cases of subcutaneous rupture and open 
injuries should be treated conservatively. Under 
certain circumstances conservative operative pro- 
cedures, such as renal suture and resection of the 
renal pole, appear to be indicated. After subcutane- 
ous rupture, adhesions of the kidney to surrounding 
tissues or cicatricial strictures of the urethra may 
result in a serious secondary renal condition such as 
hydronephrosis or renal suppuration. 

Of the patients whose cases are reviewed by the 
author, 20 recovered, 2 are still in the hospital, and 2 
died. Of the 6 who were operated upon, 1 died of 
septic infection of a solitary kidney which was sub- 
jected to nephrostomy. Of the 18 who were given 
conservative treatment, 1 died of severe nephritis. 

G. Atrpov (Z). 


Puigvert Gorro, A.: Cystoscopy in Renal Tubercu- 
losis (La citoscopia en la tuberculosis renal). Rev. 
med. de Barcelona, 1934, Xi, 99. 

Before a cystoscopic examination can be made in 
the majority of cases of renal tuberculosis the ca- 
pacity of the bladder must be increased to from 80 
to roo c.cm. This can be accomplished by giving 
instillations of 20 c.cm. of 20 per cent gomenolated 
oil once or twice daily for from twelve to fifteen days 
and at the same time administering from 5 to 10 
cgm. of methylene blue by mouth before meals. It 
is advisable to induce anesthesia of the urethra and 
bladder for the examination. The author recom- 
mends instillations of cocaine or spinal analgesia. 

The initial lesions are dark red areas resembling 
areas of ecchymosis and due to a marked increase 
in the vascular network of the bladder. In the 
center of these the typical tubercle is frequently 
found. The tubercles are the size of millet seeds 
and lie under the mucosa. Their yellowish color 
can be seen through the mucosa. They may occur 
singly or in groups, and are usually located near 
the ureteral meatus. 

The later lesions are ‘‘exulcerations’” which are 
characterized by small crater-like ulcerations with 
rounded, regular, slightly elevated borders, the re- 
sult of necrosis of the mucosa overlying the tubercle. 
The center of the ulcer is yellowish. 

The ulcerations are of two types—plane ulcera- 
tions and excavated ulcerations. The plane ulcera- 
tion is similar to, but larger than, the exulceration. 
It has a yellowish base and shows a marked tendency 
to bleed. Its borders are raised and regular, but not 
separated from the base. It presents two basal zones 

~a yellowish zone in the center and a pinkish zone 
outside which is continuous with the mucosa. The 
excavated ulcer, which is more common than the 
plane ulcer, has a necrotic and irregular appearance. 

It has straight borders and a gray or pink base, and 

is often covered by a false membrane. 

Another finding in renal tuberculosis is vesicular 
edema. This is rare and never occurs alone. Its 


appearance is that of a bunch of grapes. It is usually 
located in the fundus or the upper wall of the blad- 
der. 

Especially in long-standing cases, the tuberculous 
lesions are frequently accompanied by non-specific 
lesions due to secondary infection of the bladder. 
The most common locations of the tuberculous le- 
sions are the vicinity of the ureteral meati and the 
vertex of the bladder, a fact which Marion considers 
pathognomonic. 

Regression changes are noted most frequently in 
the ulcerations and‘the oedema. In the ulcers the 
edges become invaginated and adherent to the base, 
giving the impression that the epithelium is covering 
the base of the ulcer. When the patient is taking 
methylene blue, the false membranes which cover 
some of the ulcers take on a bluish tint at this stage. 
When the ulcers heal rapidly they leave no scar. 
The vesicular oedema disappears slowly and leaves 
no marks in the mucosa. 

The most frequent findings are thickening of 
the edges of the ureteral meatus and the pres- 
ence of miliary tubercles. In early cases submucosal 
oedema or petechia may be noted in the vicinity, and 
in more advanced cases the borders of the meatus may 
become serrated. The lips of the meatus become 
rigid early, and their rigidity favors reflux of the 
vesical urine. The reflux may be noted also on the 
unaffected side and seems to be due to sclerosis of 
the interureteral muscle. 

In closed cases of renal tuberculosis in which the 
kidney has ceased to function, the ureteral opening 
cannot be found as it lies in the bottom of a cavity 
in the bladder which is formed by the pulling of the 
sclerosed and shortened ureter. As a rule these cases 
do not show any bladder lesions as bacilli do not 
reach the bladder. 

If an injection of urinary dye is given it will be 
noted that the urine is caused to run out of the 
ureter by overflow rather than by peristaltic waves 
of the ureter. W. H. Martinez, M.D. 


Gutierrez, R.: Nephrostomy as a Preliminary 
Drainage in Preparation for Secondary Ne- 
phrectomy. J. Urol., 1934, xxxi, 305. 


Nephrostomy is indicated: (1) to allow a diseased 
kidney to regain normal function; (2) as preparation 
for a secondary nephrectomy when the other kidney 
is capable of undergoing compensatory hypertrophy; 
and (3) when a primary nephrectomy has been 
planned but is prevented by conditions found at oper- 
ation or by serious general condition of the patient. 
It has its widest application in the relief of urinary 
symptoms with retention and infection. 

The author describes three types of nephrostomy : 

1. Nephrostomy without incision of the kidney, a 
blunt instrument being inserted through a pyelot- 
omy incision and through the cortex at the most 
favorable spot. 

2. Nephrostomy after a nephrotomy, the kidney 
incision being made with a knife or a blunt instru- 
ment. 
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3. Nephrostomy planned to drain a large, func- 
tionless pyonephrotic kidney. 

Secondary nephrectomy is performed as soon as 
the patient’s condition permits. The indications for 
secondary nephrectomy must be determined in three 
types of cases: 

1. Cases in which a nephrostomy has been per- 
formed as a definite step in the two-stage nephrec- 
tomy. 

2. Cases in which a previous operation has left an 
incurable suppurating lumbar fistula. 

3. Cases in which there are subsequent symptoms 
or there has been a recurrence of symptoms with a 
pyonephrotic infection aggravating the condition. 

The secondary nephrectomy should not be per- 
formed until the condition of the other kidney has 
been accurately determined. 

Secondary nephrectomy is technically difficult. 
The procedure is of five types: (1) the typical extra- 
capsular lumbar nephrectomy, (2) subcapsular ne- 
phrectomy, (3) removal en bloc of the kidney and 
fatty capsule, (4) nephrectomy by morcellation, and 
(5) transperitoneal nephrectomy. 

The author reports two cases in which nephros- 
tomy was done for preliminary drainage in prepara- 
tion for a secondary nephrectomy. 

ANDREW MCNALLY, M.D. 


Ferrandiz-Senante, V.: Free Inter-Ureteral Mus- 
cle; Its Pathogenesis (Muscle interurétérique 
libre, sa pathogénie). Arch. d. mal. d. reins et d. 
organes genilo-urinaires, 1933, Vil, 598. 


In the cystoscopic examination of a young woman 
suffering from tuberculosis of the kidney, the author 
was able to make out two free bridges of tissue ex- 
tending from close to the ureteral orifices toward 
the midline where they were joined together and 
attached to the bladder wall. At autopsy, large 
sounds could be passed under each bridge of muscle 
tissue. 

The author reviews the literature on such anoma- 
lies and shows them by numerous pictures. 

Marsa W. Poote, M.D. 


Lazarus, J. A.: Primary Tumors of the Ureter, with 
Special Reference to the Malignant Tumors. 
Ann. Surg., 1934, xcix, 769. 


Lazarus reports in detail three cases of primary 
malignant tumor of the ureter and gives a brief 
summary of each of the sixty-five cases previously 
reported in the literature. Of the total number of 
tumors, 42 per cent were of the non-papillary type. 
Malignant ureteral tumors are found most fre- 
quently in the lower part of the ureter. In 67 per 
cent of the cases reviewed the tumor was associated 
with hydronephrosis, and in 51 per cent with hydro- 
ureter. The growth is invasive. In 48 per cent of the 
cases reviewed it formed metastases in the regional 
lymph nodes; in 18 per cent, in the lungs; and in 22 
per cent in the liver. Although pain, hematuria, 
and enlargement of the kidney are the characteristic 
symptoms, hematuria alone was the outstanding 
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symptom in 75 per cent of the cases. The only 
pathognomonic sign of tumor of the ureter is a 
definitely established filling defect in the ureter 
ogram, but this was reported in only 8.7 per cent of 
the cases. The presence of a tumor at the ureteral 
orifice may suggest the diagnosis. It was reported 
in 29 per cent of the cases reviewed. 

Because of the difficulty of palpating a tumor 
within the ureter at the time of operation, the author 
believes that when operation is done for exploration 
of the upper urological tract for hematuria, es- 
pecially when tumor of the ureter is not suspected, 
it is better to perform a complete ureterectomy with 
nephrectomy if the kidney itself fails to account for 
the bleeding. FRANK M. Cocuems, M.D. 


Cirillo, N., and Dettori, L.: Bilateral Surgical 
Excision of the Ureteral Orifices (Sulla escisione 
cruenta bilaterale degli sbocchi ureterali). Policlin. 
Rome, 1934, xli, sez. chir., 248. 

The authors review the literature on pathological 
changes about the ureteral orifice and their effects 
on the kidney and the rest of the urinary tract. 
They state that the anatomy, physiology, and 
physiopathology of the papilla of the ureter and the 
so-called valve of the ureter have not been definitely 
settled. They discuss the problems of hydronephro- 
sis and the vesicorenal reflex. 

In a series of experiments on dogs the authors 
excised varied amounts of the ureteral orifices with 
the scissors and subjected the tissue removed to 
histological study to determine the exact nature of 
the layers excised. The specimens ranged from 
mucosa alone to almost the entire wall. After a 
varying period of time the dogs were sacrificed and 
the tissues studied. No matter how much of the 
wall was removed, healing occurred promptly and 
regularly. When the muscularis was not involved 
in the excision, the healing was without effect on 
the subsequent function of the ureter, but when 
the muscularis was excised the regenerative processes 
resulted in a cicatricial contraction of the ureter of 
varying grades such that, after a period of time, a 
typical hydronephrosis developed. 

A. Louis Rost, M.D. 


Higgins, C. C.: Aseptic Uretero-Intestinal Anas- 
tomosis. J. Urol., 1934, xxxi, 791. 

The author reports on eight cases of aseptic 
uretero-intestinal anastomosis by his new modifica- 
tion of Coffey’s method of transplanting the ureters 
into the lower bowel. 

The ureter was placed in the trough of the bowel 
produced by an incision in the serous and muscular 
layers to the mucous membrane without interrupt- 
ing its continuity. The new channel between the 
ureter and bowel was produced by a mattress suture 
between the two, similar to that employed by 
Coffey. After the new channel had been formed and 
had been demonstrated to be functioning, the blad- 
der was removed and the ureters were divided and 
ligated below the point where the new channel was 














formed, that is, at the point where they emerged 
from the trough in the bowel. In experimental ani- 
mals the lower ureter and bladder were removed by 
the intraperitoneal route, but in clinical cases their 
removal is accomplished best extraperitoneally. 

The author’s experimental findings have been 
checked up by postoperative observations, cysto- 
scopic studies, intravenous urography, and necropsy 
studies. In the clinical cases there was complete 
absence of peritonitis and acute renal infection. 
Maurice MEttzer, M.D. 


BLADDER, URETHRA, AND PENIS 


Abramjan, A., Romberg, L., and Majanc, A.: The 
Early Diagnosis, Treatment, and Prophylaxis 
of Tumors of the Bladder (Die fruehe Diagnose, 
Therapie und Prophylaxe der Harnblasengesch- 
wuelste). Sovet. Chir., 1933, iv, 547. 

During 1931 and 1932, 51 patients with tumors 
of the bladder were treated at the Urological Clinic 
of the Moscow Institute for Medical Postgraduate 
Study. These constituted 5.1 per cent of all patients. 
Of the total number of 113 patients coming to the 
Clinic because of tumor of the bladder, 70 per cent 
were men and many of them were in vigorous health. 
Fifty-five and eight-tenths of the tumors were malig- 
nant. In only 63 cases were they operable. In addi- 
tion to work in aniline factories, the factors of im- 
portance in the etiology of the tumors included 
decomposition products of protein and amino acids, 
bilharziasis, and nematodes. The patients came for 
observation late because the disease runs an 
asymptomatic course, many physicians know little 
about these tumors, and there are few special urolo- 
gical clinics equipped with a diagnostic instru- 
mentarium. 

The most important symptom is hematuria. 
This occurred in 94 per cent of the cases reviewed. 
In some cases it occurs rarely and in others it does 
not appear until late (from one to three months 
before death). Often both the patient and the physi- 
cian attach no great importance to it. The other 
signs of the disease vary considerably. Disturbances 
of urination occur only when the tumor penetrates 
deeply into the bladder wall. Pain is produced by 
penetration of the tumor into the deep paravesical 
cellular tissue. Metastases and cachexia are rarely 
observed. Therefore hematuria remains as the only 
sign and when it occurs a cystoscopic examination 
should be made as soon as possible. 

In accordance with the suggestion of Gottlieb, 
2 types of bladder tumors are differentiated, the 
infiltrating and the non-infiltrating. The signs of 
the former are an immovable tumor, spreading of 
the tumor to neighboring organs, frequent hama- 
turia, and pain. For the treatment of benign tu- 
mors, electrecoagulation is recommended as the only 
rational procedure. This may be done also as am- 
bulatory treatment. Suprapubic section is justified 
only in cases of very extensive tumor or severe 
hemorrhage. Of 49 papillomata treated at the 
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Urological Clinic of the Moscow Institute, 42 were 
coagulated. In 2 cases chemocoagulation was done 
in addition. In 5 cases the electrocoagulation was 
done through the open bladder. Of 11 patients who 
were operated upon and followed up, 6 were found 
to be free from recurrence after from four to six 
months and 2 after one and two years respectively. 
In 1 patient a new papilloma developed a year after 
the operation. Chemocoagulation with trichloracetic 
acid is also recommended. 

In cases of malignant tumor the choice of the 
method of treatment depends upon the location of 
the neoplasm. In cases of tumor of the anterior and 
lateral walls of the bladder resection may be done, 
but in cases of tumor at the fundus and near the 
ureteral ostia total extirpation of the bladder is 
necessary. The ureters are best implanted into the 
skin. Electrocoagulation must not be applied to 
malignant tumors. Up to the present time no good 
results have been observed from irradiation with the 
roentgen rays, radium, or mesothorium. Irradia- 
tion should be used only in inoperable cases. For 
cases in which radical operation is impossible, con- 
servative coagulation is recommended for the relief 
of pain. 

Some forms of cancer of the bladder (especially 
aniline cancers) run a very benign course. Therefore 
conservative therapy may be recommended for ad- 
vanced cases. However, an attempt at early diag- 
nosis should always be made. For this purpose there 
is need for the establishment in cities and rural 
districts of urological institutes with a sufficient 
number of cystoscopes and with physicians who 
are well acquainted with the technique of cysto- 
scopic examination. Special attention should be 
directed to the aniline factories for elimination of 
the injurious factors which produce cancer and for 
early diagnosis of already existing disease. 

M. SILBERBERG (Z). 


McCrea, E. D’A., and Macdonald, A. D.: Presacral 
Sympathectomy and the Urinary Bladder. 
Brit. J. Urol., 1934, vi, 119. 


The authors believe that the indications for pre- 
sacral sympathectomy and the results to be ex- 
pected from this operation are not yet defined. Ex- 
perimental physiological studies have shown that 
the hypogastric nerves are not essential for satis- 
factory function of the bladder, and that under 
varying circumstances their excitation may produce 
either relaxation or contraction of the viscus. It 
appears that they transmit sensory impulses, par- 
ticularly the sense of distention, and that they 
possess vasoconstrictor fibers. It is not possible 
to state that any particular area of the bladder 
always responds in the same manner, although a 
number of observers have noted contraction limited 
to the trigone region. Neither is it possible to at- 
tribute a definite function to these nerves in relation 
to sphincteric action. 

In the case of man, some light has been shed on 
the problem by observations after presacral sym- 
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pathectomy. There is as yet no proof that the 
hypogastric nerves act either purely as excitors or 
purely as inhibitors of the bladder as a whole. 
Three investigators have obtained excitor effects 
localized to the trigonal region. It is claimed that 
pain can be partly though not completely controlled, 
and that rebellious inflammations are sometimes 
cured, perhaps because of vasodilatation. Improve- 
ment, sometimes marked, has been noted in at- 
tempts to relieve the retention of cord bladder, but 
the careful treatment given these special cases and 
the psychological effects of the operation must be 
taken into consideration. Evidence as to the effects 
of the operation upon sexual function, especially 
in males, is sparse. ANDREW MCNALLy, M.D. 


Lowsley, O. S., and Kirwin, T. J.: A Clinical and 
Pathological Study of Congenital Obstruction 
of the Urethra. A Report of Four Cases. J. 
Urol., 1934, XXxi, 497- 

Congenital obstructions of the urethra in male 
children were first described one hundred years ago 
by Velapu in a report of autopsy findings. The first 
complete study of the anomaly was made by Tol- 
malschew in 1870 (autopsy examination). The first 
clinical case was reported in 1913. The authors add 
4 cases to the 130 they have been able to find in the 
literature. 

The etiology of the anomalous folds causing the 
obstruction is unknown. 

Valve-like obstructions of the prostatic urethra are 
of the following 3 types: (1) those in which mem- 
branous folds begin at the verumontanum and ex- 
tend to the bulbomembranous region; (2) those in 
which membranous folds start at the posterior part 
of the verumontanum and extend to the internal 
sphincter; and (3) those without relation to the veru- 
montanum, which usually occupy the entire circum- 
ference of the prostatic urethra and present a central 
opening, the urethra. The urinary stream from the 
bladder obstructs the urethral passage mechanically 
by ballooning out the membrane. The secondary 
effects of mechanical blocking of the prostatic 
urethra are marked vesical dilatation, trabecula- 
tion, and diverticulum formation. Gaping of the 
ureteral orifices leads to dilatation of the ureters and 
hydronephrosis with secondary infection, usually 
bilateral. 

In infants and young male children the following 
symptoms should suggest the anomaly: a small 
stream, dribbling, the escape of urine by drops, and 
overflow incontinence resembling enuresis. 

The diagnosis is made by intravenous excretion 
urography, cystography, and cystoscopy with the 
improved children’s cystoscope. In advanced cases 
the cystogram shows a characteristic funnel-shaped 
shadow when the opaque fluid fills the bladder and 
flows into the prostatic urethra up to the point of 
obstruction. In some of these cases cystoscopic ex- 
amination shows a concavity of the membranous 
diaphragm in the posterior urethra, always toward 
the bladder. 










GENITO-URINARY SURGERY 295 


The cases require individual care. Preliminary 
drainage and urethral dilatation are often necessary 
before the valve-like obstructions are cut or de- 
stroyed with the fulgurating current. 

Of the authors’ four cases, the condition was found 
at autopsy in one. The article contains drawings of 
the valve obstructions in the prostatic urethra. 
Maurice Mettzer, M.D. 


GENITAL ORGANS 


Cole, F. H., and Martin, L. R.: Lymphosarcoma 
of the Prostate. J. Urol., 1934, xxxi, 803. 


Primary lymphosarcoma of the prostate is quite 
rare. The authors have been able to find reports of 
only four authentic cases. They state that pathol 
ogists do not yet agree as to whether the histology 
is that of true sarcoma. Most of them tend to favor 
the theory that the tumor is a highly anaplastic 
carcinoma. The case reported by the authors seems 
to support this theory as the tumor was not favor- 
ably affected by deep X-ray therapy. Ewing and 
Randall doubt the occurrence of true lymphosar- 
coma of the prostate because recent histological 
descriptions of the normal gland fail to show the 
presence of lymphatic elements from which a 
lymphosarcoma could arise. Ferguson and Stewart 
call attention to lymphatic infiltration in the pros- 
tate in cases of lymphosarcoma with a history of 
gonorrhoeal infection. In all case reports the pri- 
mary tumor is described as smooth, rounded, and 
slightly lobulated, but not distinctly lobular. The 
neoplasm tends to invade the seminal vesicles with- 
out producing the characteristic stony hardness of 
carcinoma. It does not form skeletal metastases. 
Involvement of the abdominal viscera and retro- 
peritoneal lymph glands is the rule. 

The authors’ case was that of a man fifty-six years 
of age who complained of the typical symptoms of 
prostatism. When the patient was first seen on 
December 12, 1931, the prostate felt large, but was 
of normal consistency. On December 21, 1931, 
tissue that was believed to be a median bar was 
removed with the electrotome. About a month 
later suprapubic prostatectomy was done because 
of recurrence of the symptoms. The prostate was 
indurated, rounded, and of cartilaginous firmness. 
It was enucleated very easily. The pathologist’s 
report was: “Very malignant round-cell histoid 
tumor, not carcinoma and probably not primary in 
the prostate.”’ Complete X-ray studies revealed no 
evidence of metastases. About four months later 
urinary symptoms recurred and there was gross 
hematuria. On rectal examination a markedly 
nodular prostatic enlargement was felt. X-ray 


studies showed no metastases. Deep X-ray therapy 
was given. Three months later the patient returned 
to the hospital complaining of nausea, vomiting, 
urinary symptoms, pain deep in the pelvis, and an 
indurated mass just above the pubis. A cystogram 
showed a neoplastic filling defect of the bladder. 
Difficulty was experienced 


Cystotomy was done. 
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in opening the bladder because of a tumor mass in- 
volving the right half, evidently an extension of the 
prostatic growth. Death occurred two weeks after 
the operation. 

The findings at autopsy were essentially negative 
except for infiltration of the pancreas with lympho- 
cytes suggesting metastasis and infiltration of the 
bladder wall with lymphosarcoma. 

Sections of the primary tumor were submitted 
to the pathological laboratories of the University 
of Michigan and Johns Hopkins. The report was: 
“‘Lymphosarcoma infiltrating the prostate and its 
capsule. The prostate is invaded by a round-cell 
tumor of the lymphocytic series, very malignant.” 

MaovricE MEttTzer, M.D. 


Decker, P.: The Estimation of Renal Function 
Before Prostatectomy (L’évaluation de la fonction 
rénale avant la prostatectomie). Rev. méd. de la 
suisse Rom., 1934, P 


Decker discusses the surgical methods employed 
in dealing with prostatic hypertrophy in various 
clinics and reviews the history of methods of esti- 
mating renal function with regard to operative risk. 

In thirty-eight hospital cases cited a definite 
routine was followed for determining renal function 
by Ambard’s coefficient after titration of the blood 
urea with sodium hypobromite and mercuric nitrate, 
and by the Rowntree and Geraghty phenolsulphonph- 
thalein test. One of the patients died of late 
pulmonary complications, but none showed evidence 
of renal insufficiency. 

The chief dangers of prostatectomy are: (1) 
hemorrhage, (2) infection (ascending pyelonephri- 
tis), and (3) renal insufficiency. The use of methy- 
lene blue for the determination of renal function has 
been largely abandoned. Indigocarmin and phenol- 
sulphonphthalein are both employed extensively. 

The author reviews the methods of pre-operative 
investigation used in seven important European 
clinics and gives the operative mortality reported 
from these clinics. Marsu W. Pooter, M.D. 


Xavier, A.: Surgical Treatment of Scrotal Varico- 
cele on the Left Side by the Method of Ivanisse- 
vich (O tratamento cirurgico da varicocele escrotal 
esquerda pelo processo de Ivanissevich). Seména 
med., 1934, Xli, 377. 


The author discusses the work of Ivanissevich who 
showed that, contrary to the classical conception, the 
veins of the left spermatic cord are all tributaries of 
the spermatic vein except in about 10 per cent of the 
cases in which there is a group of veins accompany- 
ing the vas deferens which empties into the hypogas- 
tric vein. The article includes diagrammatic sketches 
of the arrangement of the veins. On the basis of his 
findings Ivanissevich devised an operation for vari- 
cocele on the left side of the scrotum in which the 
incision is made in the left iliac fossa from the antero- 
superior spine of the ilium to the external border of 
the rectus and the spermatic vein is exposed outside 
the peritoneum and sectioned between two ligatures 


in Bogros’ space. As the varicocele is caused by re- 
flux of blood in the spermatic vein from insufficiency 
of the valves, it is cured by this method. The steps 
of the operation are shown by illustrations. 

In the operations previously performed the objec- 
tive was the same, but as the approach was made by 
the inguinal or scrotal route, branches of the sper- 
matic vein were left intact so that recurrence de- 
veloped and in some cases there was injury of the 
nerve filaments resulting in atrophy of the testicle 
and absolute impotence. 

The author reports eleven cases in which he per- 
formed the Ivanissevich operation. Both the imme- 
diate and the late results were excellent in all except 
one. In the one exception the technique was faulty. 
While in this case the anatomical result was good, 
the impotence that existed before the operation 
persisted. Aubrey Goss Morgan, M.D. 


MISCELLANEOUS 


Constantinesco, P.: The Interpretation of Plates 
in Intravenous Urography (L’interprétation des 
images d’urographie intraveineuse). J. d’urol. méd. 
et chir., 1934, XXXviii, 97. 

The author summarizes the principles of intrave- 
nous urography as follows: 

1. Preparation of the patient. Proper preparation 
of the patient is essential for good plates. It con- 
sists in evacuating the intestines of feces and gas as 
completely as possible. This can be accomplished 
with purgatives or enemas supplemented by the 
administration of charcoal or a proper diet. 

2. Number of plates. For maximum information 
at least three plates are necessary. One of the 
plates should include the bladder. 

3. The shape of the bladder. The image of the 
bladder is a reliable index of the function of the 
kidneys. If there is no obstruction to the excretory 
passages a strong bladder indicates a good condition 
of the kidneys, and a weak bladder a poor condition 
of the kidneys. 

4. Contrast medium. It seems that abrodil and 
its derivatives are preferred at the present time, 
although all of the substances employed have the 
same properties and effects. 

5. Ureteral compression. Compression of the 
ureters is one of the best methods of improving the 
image, as by producing stasis it increases concentra- 
tion. In order to avoid alteration of the images and 
errors in their interpretation, the compression 
should be applied on both sides at the same time 
and should be equal. Compression should not be 
used in all cases. It is of no value when there is 
manifest stasis. It is indicated only when an early 
lesion is suspected or when an increase in the in- 
tensity of the images is desired to determine possible 
differences in the two sides. Compression of the 
ureters may show a ureteral dilatation which other- 
wise would not be noticed. 

6. Interpretation of the image. There should be 
close collaboration between the urologist and the 
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roentgenologist. The principles on which the inter- 
pretation is based: are those of Lichtenberg and 
Ravasini. According to the principle of Lichten- 
berg, the image appears in cases in which the kidney 
is functioning and does not appear when the kidney 
is destroyed. Consequently a regular and sharp 
image indicates a good kidney, while a weak and 
late image indicates a poor kidney and absence of the 
image indicates destruction of the kidney. Prac- 
tically, this criterion may lead to error if there is 
stasis in the excretory passages and if elimination is 
very rapid. According to the principle of Ravasini, 
which is based on the appearance, persistence, and 
disappearance of the image, an image which appears 
and disappears quickly indicates a good kidney, 
while an image which appears late, persists, and 
disappears slowly indicates a poor kidney. When the 
kidney is destroyed there is no image. 

A comparison must be made with an image ob- 
tained under normal conditions. At first there are 
two small spots which gradually enlarge and out- 
line the renal pelves and calyces. The outline of the 
bladder soon appears in the form of an arc. At a 
later stage the image of the renal pelvis is continu- 
ous with that of the ureter. This is the period of 
maximum elimination and is of short duration. 
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Soon the ureters become visible while the bladder 
enlarges. 

Both sides must be compared in order to deter- 
mine the normal and the abnormal kidney. Many 
urologists are of the opinion that the intravenous 
method cannot be relied upon to show changes in 
the ureters. Even strictures or large dilatations may 
not be seen. 

In renal tuberculosis the results are variable and 
no fixed type can be established unless one kidney 
has been destroyed. A large hydronephrosis can be 
seen satisfactorily when the kidney is still func- 
tioning. A small hydronephrosis cannot be diag- 
nosed because the dilatation is not sufficient. The 
diagnosis of hydronephrosis is based on stasis with 
dilatation and not on dilatation without stasis. 

Care must be taken to avoid confusing the images 
of nearby organs with those of the urinary tract. 
The colon with its folds and gaseous or solid con- 
tents may mask the image of the urinary organs. 
Calcified glands may suggest ureteral calculi if they 
are situated over the ureter. The best method of 
avoiding these errors consists in exposing a plate 
before giving the intravenous injection and com- 
paring this plate with the plates made after the 
injection. Aaron S. SCHWARTZMAN, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Pellini, M.: Essential Fragilitas Ossium; Osteogen- 
esis Imperfecta; Osteopsathyrosis (Della fra- 
gilitas ossea essenziale; osteogenesi imperfecta; 
osteopsatirosi). Arch. di chir. infantile, 1934, |, 141. 

Pellini precedes her discussion of osteogenesis 
imperfecta by a review of normal osteogenesis, the 
changes produced by abnormalities of the processes 
of periosteal and enchondral ossification, and some 
of the important factors in pathological conditions 
of bone. She regards osteogenesis imperfecta as an 
early form of osteopsathyrosis, a systemic disease 
affecting organs of mesenchymal origin which is 
characterized pathologically by a deficiency in 
periosteal ossification and clinically by a marked 
tendency of the bones to fracture. Her discussion of 
this condition includes various theories as to its 
etiology and pathogenesis, and its clinical symp- 
toms, roentgen signs, pathological anatomy, treat- 
ment, and prognosis. 

She next reports a case of osteogenesis imperfecta 
of the hereditary type in an infant twelve hours old. 
This case did not present the classical clinical pic- 
ture for, although there were numerous recent and 
old fractures, there was no micromegaly nor bone 
atrophy. When the child was four months old 
roentgen examination disclosed an unusual condi- 
tion, the meta-epiphyseal ends of the long bones 
being defined by two thick, opaque, parallel lines 
separated by a transparent space. The author 
regards this finding as a sign of abnormal endo- 
chondral ossification associated with abnormality of 
periosteal ossification. EvGene T. Leppy, M.D. 


Duchamp, P.: The Evolution of Essential Cysts of 
Bone (De l’evolution des kystes essentiels des os). 
Rev. d’orthop., 1934, xli, 97. 

This article is based on about fifty cases of essen- 
tial cysts of bone and a review of the literature. 

The author states that a cyst uncomplicated by 
fracture will usually develop slowly, thinning the 
cortex and extending along the shaft of the bone, 
always respecting the epiphyseal line. It may 
subside spontaneously and never cause disability. 
When a fracture occurs there is no delay of union, 
but the cyst persists as a rule and the fracture 
may recur. Fracture is followed by spontaneous 
cure of the cyst in only rare cases. 

After operation the cyst usually heals and does 
not recur. This was the outcome in twenty-four of 
thirty-three of the author’s cases. In one case 
simple cleaning out of the cyst resulted in cure. 
Cleaning out and packing with an inert paste was 
followed by complete healing in two cases, one of 


which was observed after twenty-three years and 
the other after five years. Bridging and filling the 
cavity with an osteoperiosteal graft was done by the 
author in one case and by other surgeons in two 
cases. In all of the cases so treated there was good 
consolidation which persisted from four to eight 
years after the operation. 

However, in some cases the cure is imperfect or 
the treatment fails. In the case of a boy of fourteen 
years who had a large cyst in the upper end of the 
humerus, the roentgenogram taken three months 
after curettage and the insertion of bone grafts 
showed a satisfactory result, but fifteen months 
later the cystic condition had spread over a much 
wider area and the bone grafts had disappeared. 

In three of the thirty-three cases operated upon 
by the author, repeated roentgenograms showed 
the presence of a cyst although the patients were 
clinically cured. In three others the cysts persisted 
in almost the same form as before operation. In 
another group of three a postoperative fracture 
occurred. In most cases with unsatisfactory results, 
bone grafts were used, but in one a fat graft was 
employed and in another only curettage was done. 

The author concludes that all cysts should be 
treated by operation, and that the insertion of bone 
grafts is the best method of filling the cavity. 

WILitrAM ArtTHUR CLARK, M.D. 


Coley, B. L., and Higinbotham, N. L.: Solitary 
Bone Cyst, the Localized Form of Osteitis, 
Fibrosa Cystica. Ann. Surg., 1934, xcix, 432. 


The solitary bone cyst appears during the period 
of childhood and adolescence, which is also the 
period of greatest bone growth. It occurs most 
frequently in the metaphyseal region of certain long 
bones, chief among which are the femur, humerus, 
and tibia. As the symptoms are usually extremely 
mild, the condition is often not suspected before the 
occurrence of a pathological fracture. In cases 
without fracture the duration of symptoms from’'the 
onset to the time of the patient’s admission to the 
hospital averages more than two years and in some 
cases (those of latent bone cysts) may range from 
five to ten years or more. 

Physical examination alone rarely furnishes a clue 
to the condition unless fracture has occurred, and 
the diagnosis is seldom established until reoentgeno- 
grams are made. The area of localized bone destruc- 
tion which is close to the epiphysis, but always on 
the diaphyseal side, with circumscribed expansion 
of the cortex and often some trabeculation makes a 
characteristic roentgenographic picture which is 
usually easily recognized. 

Cystic processes in the long bones somewhat 
resembling both giant-cell tumor and bone cyst have 
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been described. The authors believe that the giant- 
cell variety of bone cyst occupies an intermediate 
position between simple bone cyst and giant-cell 
tumor. It occurs more nearly at the time of union 
of the epiphysis, whereas bone cyst begins at an 
earlier age and giant-cell tumor after epiphyseal 
union has taken place. However its clinical course 
runs more closely parallel with that of simple cyst 
than with that of giant-cell tumor. 

In general it may be said that the true bone cyst 
begins during childhood, the giant-cell variant 
during adolescence, and the giant-cell tumor after 
skeletal growth has been attained. 

In cases of bone cyst the entire course of the 
disease is indicative of essentially benign process. 
The cyst tends to increase in size only very slowly, 
to heal spontaneously, and to be aided in healing 
by the occurrence of a pathological fracture. It 
yields to conservative surgery. It is always sur- 
rounded by a shell of cortical bone which is never 
completely eroded and remains intact unless a 
fracture occurs. Following fracture, which may be 
caused by a very trivial injury, rapid formation of 
callus and progressive healing with firm bony union 
are the rule. Fracture does not always result in 
complete healing of the cyst, and at a later date a 
second fracture may occur. 

As yet, no agreement has been reached with 
regard to the etiology of simple bone cyst. The con- 
dition has been attributed to trauma, inflammation, 
infection, faulty calcium metabolism, and progres- 
sive osteoclastasia. 

The average age of the twenty-six patients whose 
cases are reviewed by the authors was fifteen and 
nine-tenths years. The youngest patient was a boy 
of four and the oldest a woman of forty-one years. 
Fifteen of the patients were males. The onset of 
the symptoms of a pathological fracture occurred in 
seventeen cases. The condition involved the femur 
in ten cases, the humerus in nine, the radius and 
fibula in two each, and the tibia, ulna, a rib, or a 
digital phalanx in one each. 

When a fracture has occurred in a previously 
unrecognized bone cyst, manipulation to obtain 
satisfactory position, if necessary, should be fol- 
lowed by immobilization during the healing period. 
This is usually sufficient for a satisfactory result. 

For cases in which the cyst is recognized before 
fracture occurs the authors recommend operative 
interference consisting in exposure of the involved 
area, the formation of a window large enough to give 
access to the entire cavity, careful curettage of the 
entire contents down to the cortical bone, and closure 
of the incision without packing. 

The prognosis for a satisfactory anatomical and 
functional result is good. 

Norman C. Buttock, M.D. 


Lattman, I.: A Review of Ewing’s Tumor, with 
Case Reports. Brit. J. Radiol., 1934, vii, 194. 


Ewing’s tumor is a bone tumor of non-osseous 
origin which is thought to arise from the perivascular 
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lymphatic endothelium. It usually destroys the 
bone by pushing up the cortex and producing 
“onion-skin” layers. It is soft, cellular, vascular, 
and lobulated. It infiltrates the surrounding tissues 
and metastasizes to the lungs, lymph nodes, and 
skull. On microscopic examination it is found to be 
composed of densely packed cells of various shapes 
showing numerous mitotic figures. It may contain a 
few capillaries, but it shows very little stroma. 

The cause is unknown. The condition occurs 
most frequently before the twenty-fifth year of life 
and is usually associated with trauma. 

The first symptoms are pain of an intermittent 
and varied character and tumor formation. There 
may be transient remissions of the symptoms. 

In the early stages the roentgenogram shows only 
a thickening of the periosteum and cortex suggesting 
osteomyelitis. As the disease progresses the tumor 
extends parallel with the long axis of the bone, the 
cortex thickens and shows increased density in the 
region of the swelling, and the thickened periosteum 
becomes laminated and assumes the typical ‘‘onion- 
skin” appearance. The rapid response of the tumor 
to irradiation is almost as diagnostic as biopsy. 

The prognosis is unfavorable because, in spite of 
the rapid response of the tumor to irradiation, mul- 
tiple tumors, either metastatic or primary, always 
develop. Amputation is of little value. 

Maurice L. Date, M.D. 


Weinberg, E. D., and Ward, G. E.: Diathermy and 
Regeneration of Bone. Arch. Surg., 1934, xxviii, 
1121. 


The authors reports experiments carried out on 
dogs which demonstrated that diathermy properly 
applied will raise the temperature of the bones and 
muscles. As the rise in the temperature is accom- 
panied by an increase in the local circulation, this 
method should be of practical value for bone 
regeneration. 

The article contains photomicrographs taken at 
varying intervals in the experimental work. 

Pact C. Cotonna, M.D. 


Ghormley, R. K., and Stuck, W. G.: Experimental 
Bone Transplantation, with Special Reference 
to the Effect of ‘‘Decalcification.’” Arch. Surg., 
1934, XXVili, 742. 

In experiments on dogs, Ghormley and Stuck per- 
formed a series of transplantations of bone to deter- 
mine what, if any, difference could be noted in the 
rate and type of healing of grafts taken from bones 
of different regions or of different structure, and 
what, if any, effect on the rate and type of healing 
would be produced by ‘decalcification’? of the 
animals. 

They found that in the old animals periosteal 
transplants did not produce new bone. Cortical 
transplants did not completely die, but united slowly 
with the bone of the host and showed decreased cal- 
cification roentgenographically at the end of three 
months. Cancellous bone united more quickly and 








more firmly, whether it was taken from the cancel- 
lous bone of the ilium or from the endosteum of the 
tibia, and showed evidence of increased calcification 
roentgenographically at the end of three months. 

The dogs placed on a “decalcifying”’ diet until the 
time of the transplantation showed evidence of a 
decidedly more active production of new bone, both 
around the cortical transplants and around the can- 
cellous transplants. 

The authors believe that the union of grafts and 
probably any new formation of bone are due largely 
to the transformation of local cells into a matrix or 
basic substance which, under the effect of certain 
stimuli, adds to itself the calcium and other salts 
necessary for its transformation into bone. From 
the practical standpoint it is to be noted that this 
process is apparently accomplished more easily when 
the transplant is of cancellous bone, probably be- 
cause cancellous bone is more readily permeated by 
the matrix from the host and its calcium may be 
more easily mobilized and redeposited. 

The authors are convinced also that the process of 
reducing the calcium content of the bone may hasten 
union after transplantation. While this also may be 
explained by the fact that a decalcified graft is more 
readily permeated by the matrix, the authors be- 
lieve that added stimulation is brought about by the 
chemical change of decalcification. 


Buckley, C. W.: The Causes and Treatment of 
Arthritis. Brit. M.J., 1934, i, 469. 


The author discusses chronic rheumatoid arthritis 
as defined by the Arthritis Committee of the British 
Medical Association. Cases of this condition have 
been subdivided into primary cases, in which no 
focus of infection can be found, and secondary cases, 
in which such a focus may be identified. Disastrous 
results may follow the removal of numerous foci, 
probably because of the liberation of toxins and 
micro-organisms into the general circulation. Buck- 
ley believes that emotional strain or shock and the 
combination of cold and damp with unhygienic con- 
ditions favor the development of rheumatoid ar- 
thritis by decreasing the general resistance to dis- 
ease. He cites Coste who rejects the theory of focal 
infection, denies that there is proof that streptococci 
are responsible for the disease, and believes that 
treatment of septic foci should be carried out only 
in the hope of improving the general resistance to 
disease. Buckley believes that in the primary form 
of the condition attention to the general health, 
mode of life, and endocrine deficiencies should sup- 
plement other lines of treatment. 

He states that while opinions vary widely with 
regard to the role of streptococci in arthritis, and 
while the case against the streptococci commonly 
found in septic foci associated with rheumatic dis- 
ease has not been proved, nevertheless these bac- 
teria should be regarded with great suspicion. Al- 
though numerous cultural strains of streptococci 
have been found in rheumatic disease, some char- 
acter common to all of them is the important factor 
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producing tissue reactions of the rheumatic type. 
Rosenow believes that certain strains of streptococci 
have a special affinity for joints and connective 
tissue. According to some investigators, the ar- 
thritis produced in rabbits by the injection of strep- 
tococci is not of the rheumatic, but of the septic 
type. There is considerable evidence in support of 
the view that the articular and other lesions of 
rheumatic fever and of acute infection or rheuma- 
toid arthritis are due, not to the presence of the in- 
fecting micro-organism in the affected tissues, but 
to allergic effects. From such evidence has developed 
the theory that a septic focus continually throws 
into the blood substances which act upon certain 
tissues for which they have an affinity and cause 
arthritis or fibrositis by sensitizing these tissues. 

Some European authorities believe that there is a 
type of rheumatoid arthritis which is tuberculous in 
origin. Although it cannot be denied that the con- 
stitutional type and the symptoms are often similar 
to those of tuberculosis, the author has not become 
convinced that the special lesions are of a tuberculous 
nature. 

Buckley believes that great damage has been done 
by the injudicious administration of vaccines, but 
admits that when vaccines are skillfully used they 
may be of great benefit. He states that it is difficult 
to find a true guide, for while large doses have pro- 
duced no reaction at all in some cases, small doses 
have caused a severe reaction in others. Some in- 
vestigators regard vaccines merely as an adjuvant, 
whereas others, among them Crowe, are enthusiastic 
advocates of their use. 

While it seems illogical, when there is already an 
invasion by a living and toxin-producing bacterium, 
to inject into the system dead organisms of the same 
type, there is clinical evidence that cure has some- 
times followed such treatment. The author believes 
that vaccines of a specific type should be employed 
only when an infective focus has been identified and 
removed. If there is any marked reaction in the 
joints or any pyrexia, the doses must be reduced and 
the intervals between the injections must be in- 
creased. 

Buckley regards protein shock of doubtful value, 
and classifies shock vaccine with it. He states that 
they should be used with the same precautions as 
autogenous vaccines and abandoned if favorable 
improvement does not occur soon. 

While vaccines are generally administered by the 
subcutaneous or intramuscular route, the intra- 
dermal route has been found of value in some cases 
and is safer as absorption is slower. It has been 
found of special value in the use of certain French 
vaccines. 

In Europe, compounds of sulphur and gold have 
been employed, but experience with these sub- 
stances is still limited. 

Among the remedies suggested and used by the 
author are compounds of iodine, calcium, and Vita- 
min D in the form of cod liver oil. 

Rosert C. LonEerGaN, M.D. 
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Conway, F. M.: Osteochondritis Dissecans. In- 
tra-Articular Osseocartilaginous Loose Bodies. 
A Clinical Study Based upon Ten Personally 
Observed Cases. Ann. Surg., 1934, xcix, 410. 


Osteochondritis dissecans has been called ‘‘ Paget’s 
juiet necrosis of joints,” “subchondral fracture of 
the articular condyle,” ‘‘osteochondrolysis trau- 
matica,’”’ “articular malacopathia,” “partial epi- 
ohyseal necrosis,” and “‘arthrolithiasis of unknown 
origin.” It is a non-infectious process which involves 
the articular cartilage and the subchondral region of 
ertain long bones of the extremities and by seques- 
tration from the articular cartilage produces an 
ssseocartilaginous loose body, the structure of which 
indergoes a curious change in the joint cavity. 

The condition occurs most often in the knee joint 
ind next most often in the elbow joint. In the knee 
oint, osseocartilaginous bodies may arise from the 
irticular surfaces of the femur, patella, and head of 
the tibia. In the femur they are formed most com- 
monly from the lateral aspect of the medial epicon- 
dyle. They may occur also as osteophytes during 
the course of an osteo-arthritis as the result of break- 
ing away of the diseased tissue, or may be formed by 
proliferative changes in the synovial membrane 
such as those occurring in the condition known as 
‘synovial osteochondromatosis.” 

No entirely satisfactory explanation of the disease 
has yet been offered. Among the causative factors 
suggested are trauma, low-grade bacterial infection, 
a congenital predisposition of the femoral epiphysis, 
mycotic embolus, and heredity. 

In the development of the condition are three dis- 
tinct stages corresponding to the extent of the se- 
questration of the fragment. 

In the first stage there is only a fairly well demar- 
cated prominence of the articular surface, and the 
articular cartilage covering this elevation is of a 
color different from the rest of the cartilaginous sur- 
face. The ease with which this articular osseocar- 
tilaginous prominence may be removed is in striking 
contrast to the difficulty with which normal articular 
cartilage can be removed from the end of a normal 
femoral articular surface. 

In the second stage of the condition the fragment 
has become more distinctly separated and lies with- 
in the excavated area of the articular surface, being 
held by the merest shred or by a fairly firm adhesion. 
The fragment is easily removed. Surrounding the 
excavation, which resembles the bite of a rodent, the 
articular cartilage is of a peculiar appearance, hav- 
ing an ivory-like color and, in contrast with the 
normal articular cartilage, appearing buff-colored. 
The cartilage is not firmly attached to the articular 
end of the underlying cancellous bone, and is easily 
removed for a varying distance from the focus of 
sequestration. It may be lifted off as easily as if it 
had been dissected free. This characteristic was 
responsible for the term “osteochondritis dissecans” 
which was first applied to the condition by Koenig. 

The third stage of the condition is characterized 
by complete sequestration of the fragment from its 


bed on the articular surface into the joint cavity. 
The fragment may remain freely movable within the 
joint cavity, where it is bathed by the synovial fluid, 
may become lamellated in structure by a process of 
accretion, or may become affixed to the synovial 
wall of the joint. The excavated cavity, which is 
lined with a thin velvety layer of reddish-gray tissue, 
presents no distinctive features. Curettings of the 
foci reveal no specific pathological picture, and cul- 
tures of the curettings removed at operation have 
shown no bacterial growth. 

After the fragment has become loosened from the 
articular surface it undergoes degenerative and 
regenerative changes, both while it still remains 
attached by a pedicle and after it has been com- 
pletely extruded within the joint. After its complete 
liberation within the joint, all bone which has had a 
blood vascular circulation becomes necrotic and 
further necrosis and calcification occur in the 
articular cartilage. The fibrocartilage and the fi- 
brous tissue along the surface of separation receive 
sufficient nutrition from the synovial fluid and pro- 
liferate, thus causing a steady increase in the size of 
the loose body. 

The character of the synovial membrane depends 
upon the amount of irritation to which this mem- 
brane has been subjected by trauma from the loose 
fragment or fragments, the extent of the hemar- 
throsis, and the length of time these two factors 
have been present. Changes from a simple cedema of 
the synovial papilla to a pronounced hypertrophy 
of individual and multiple single papilla which have 
been in direct contact with the loose fragment have 
been observed. 

The pathological discussion is concluded with the 
following summary: 

1. The condition occurs more often in males than 
in females. 

2. It is most common between the ages of fifteen 
and thirty-five years. 

3. The fragments may be of the following char- 
acter: 

a. Recent detachments, in which the bone and 
cartilage are living and there are no proliferative 
changes in the articular cartilage. It is in cases with 
such fragments, in which there is no sign of a morbid 
process, that the clinical evidence strongly suggests a 
traumatic origin. 

b. Bodies present in the joint for a longer time, in 
which the articular cartilage shows proliferative 
changes. 

c. Bodies showing a marked degree of cartilagi- 
nous proliferation. 

d. Bodies showing marked cartilage proliferation. 

4. The most common site of osteochondritis dis- 
secans is the knee, and the next most common site 
the elbow. 

5. The condition is usually unilateral. 

6. The bodies may be completely or incompletely 
detached or may acquire a secondary adhesion to the 
synovial membrane. When they are incompletely 
separated they are usually attached by a hinge of 
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articular cartilage to a defect on the articular sur- 
face which corresponds to them in size and shape. 

7. Their continued presence in a joint may bring 
about changes of an osteo-arthritic nature. 

In the cases in which the roentgenogram shows 
merely a line of demarcation of the femoral condyle 
there is usually a history of indefinite symptoms of 
weakness and disability for a period ranging from 
two months to two years. The knee is described as 
not as strong or reliable as the other. Often the pa- 
tient states that the affected limb is unable to stand 
strain as well as the other limb. With further seques- 
tration of the fragment without complete loosening, 
the symptoms of locking and involvement of the 
synovial membrane occur. 

In the stage with complete sequestration of a 
fragment within the joint, the symptoms include, in 
addition to an occasional attack of locking, those 
referable mainly to the synovial membrane. Swell- 
ing of the knee is the most persistent and annoying 
feature. This is due, first, to hypertrophy of the 
synovial membrane itself in the nature of a trau- 
matic hypertrophic synovitis, and second, to an in- 
crease in the synovial fluid contained therein, and is 
an expression of synovial reaction to repeated trau- 
mata from the loose fragment. 

In the author’s series of cases the symptoms, men- 
tioned in order of decreasing frequency, were pain, 
disability, swelling, and the presence of a movable 
body. In the majority of cases the knee was slightly 
swollen and there was visible fullness in the quadri- 
ceps bursa. Flexion and extension were limited, and 
varied in degree. 

The roentgen findings are diagnostic. Stereo- 
scopic roentgenograms are invaluable, especially in 
the early stages. 

The treatment indicated is arthrotomy with 
removal of the sequestrated fragments. The best 
time for the operation is the stage of demarcation, 
before complete sequestration has occurred and 
when the synovitis is minimal. 

In the author’s cases which were followed for 
more than a year no recurrence of the condition was 
demonstrated either clinically or roentgeno- 
graphically. Norman C. Buttock, M.D 


Perlow, S., Markle, P., and Katz, L. N.: Factors 
Involved in the Production of Skeletal Muscle 
Pain. Arch. Int. Med., 1934, liii, 814. 


The cause of muscle pain has been a subject of 
controversy for many years. Although it is now gen- 
erally accepted that ischemia is the cause of the 
pain occurring in angina pectoris and intermittent 
claudication, the immediate factors responsible have 
not been fully established. 

This discussion of the action of various factors in 
the production of muscle pain is based on observa- 
tions made during and after exercise of the muscles 
of the forearm and leg under a variety of conditions 
in the cases of ten young normal subjects. 

From their findings the authors conclude that the 
pain-producing substance is a chemical product whicb 


is formed by muscle metabolism not only during 
exercise but also while the muscle is at rest. The 
rate of its formation is slow while the muscle is at 
rest, but is greatly accelerated during exercise. The 
substance is diffusible into the blood stream and 
can be carried away. In the presence of an adequate 
amount of oxygen it can be changed locally into 
substances which do not cause pain. Interference 
with either its mechanical removal by the circulation 
or its local oxidation will lead to its accumulation 
in the muscles. If the interference is sufficiently 
great in relation to the muscular activity of the part, 
the concentration of the pain-producing substance 
can become sufficient to exceed the threshold neces- 
sary to stimulate the pain nerve endings. This 
threshold may be variable, and it is not at all un- 
likely that one of the actions of ischemia, circulatory 
stasis, anoxemia, and exercise consists in increasing 
the susceptibility of the pain nerve end-organs to 
the pain-producing substance, thereby lowering the 
threshold to pain. 


Bick, E. M.: Skeletal Muscle Sarcoma. Anw. Surg., 
1934, XCix, 949. 


The author defines a muscle tumor as a neoplasm 
involving the muscle body which is composed of 
muscle fibers only when these fibers are involved 
spatially. 

In a series of thirty-five cases of sarcoma of 
skeletal muscle, fibrosarcoma was most frequent and 
neurofibrosarcoma next in frequency. Osteogenic 
sarcoma occasionally invades the adjacent muscle 
at its junction with the bone and periosteum, but 
may involve it directly by perforating the perios- 
teum and muscle sheath. Myosarcoma, myxosarand 
chondrosarcoma of muscle were also found in the 
cases reviewed. 

Sarcomata may originate from within the muscle, 
from sources in direct contact with the muscle, or as 
metastases. The majority of sarcomata of muscle 
occur between the ages of twenty and forty years. 
The ages of the patients whose cases are reviewed by 
the author ranged from ten to sixty years. Haman- 
giomata, which are probably congenital, are ob- 
served in early childhood. 

In the cases reviewed in which the duration of the 
tumor was recorded the fibrosarcomata grew much 
more rapidly than the neurofibrosarcomata. The 
latter were present for from four to twenty-seven 
years, remained dormant for many years, and grew 
rapidly for a brief period following trauma. 

Intramuscular sarcomata are found most often 
in the thigh, abdominal wall, and forearm. In 16 
of the cases reviewed they occurred at these sites 
with about equal frequency. The location of the 
primary muscle tumor, deep in soft and resilient 
structures, makes palpation and early discovery of 
the neoplasm difficult. The size of the tumor when 
it is first discovered varies from that of a pigeon’s 
egg to that of a large grapefruit. Pain is rarely an 
early symptom. It is usually of a dull and incon- 
stant type. The tumor itself is usually not tender 
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except following trauma. It is characteristically 
firm. A soft muscle tumor suggests a hemangioma. 
However, in cases of soft tumors of muscle the 
myxosarcoma must be ruled out. 

As a rule the fibrosarcoma is not definitely demar- 
cated but extends into the normal connective tissue 
surrounding it, while the neurofibrosarcoma is some 
times almost encapsulated. Metastases do not in- 
volve regional lymph nodes first, but extend directly 
by way of the blood vessels and usually occur first in 
the lungs. 

Primary intramuscular sarcomata should be ex- 
cised widely, with resection of the entire muscle if 
necessary. A careful search should be made for 
involvement of nearby fascial layers. A prolonged 
course of deep irradiation is advisable in addition. 
In cases of the larger secondary sarcomata of muscle 
the excision must be wider. When a neurofibrosar- 
coma is not well encapsulated amputation is neces- 
sary as this neoplasm is unaffected by roentgen 
irradiation. Success of treatment depends on: 
(1) the grade of malignancy of the tumor at the 
time of treatment, (2) early recognition and differ- 
entiation of the neoplasm, and (3) the completeness 
of removal of the tumor. Rvupo.pu S. Reicu, M.D. 


McBride, E. D.: Estimating the Extent of Dis- 
ability. Internat. Clin., 1934, ii, 206. 


The factors to be considered in the determination 
of disability following injury have been rated by the 
author according to their importance as follows: 
(1) quickness of action, 10 per cent; (2) coordination 
of movement, 20 per cent; (3) strength, 20 per cent; 
(4) security, 10 per cent; (5) endurance, 20 per cent; 
(6) safety as a workman, to per cent; and (7) pres- 
tige and physique, 10 per cent. The determination 
of disability requires also consideration of the 
normal function of various parts of the body. The 
chief functional capacities of normal parts to be 
considered are pinching, grasping, reaching, kicking, 
springing, stepping, pushing, pulling, lifting, hold- 
ing, throwing, tearing, and swinging. Clinical 
evidences of injury are tenderness, muscle spasm, 
ankylosis, shortening, atrophy, paralysis, malforma- 
tion, inflammation, and swelling. 

ALTON OcuHsNER, M.D. 


Hanausek, J.: The Treatment of Scoliosis in Chil- 
dren and Adolescents by Stimulation of the 
Growth of the Concave Parts of the Vertebral 
Column (Traitement de la scoliose chez les enfants 
et les adolescents par la stimulation de la croissance 
des parties concaves de la colonne vertébrale). 
Rev. d’orthop., 1934, xli, 219. 

The author proposes a new method of treating the 
scoliosis of children and adolescents, which con- 
sists in stimulation of the growth of the concave 
parts of the vertebral column. This method is 
based on: (1) the well-known fact that in cases of 
chronic inflammation of bony tissue at the level of 
the diaphysis the irritation of the epiphyseal car- 
tilage results in a pathological growth in length of 
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the extremity, and (2) the possibility of stimulating 
the epiphyseal cartilage, which has been demon 
strated, among others, by Maas, who obtained 
elongation of an extremity by repeatedly painting 
it with tincture of iodine. 

For practical purposes, Hanausek recommends 
irradiation of the concave portions of the vertebral 
column with an electric lamp (at night, with the 
patient in a ventral position, and in the course of a 
few hours); the use of diathermy; and treatment 
of the corresponding concave portion of the vertebral 
column and of the pelvis once a week with tincture 
of iodine and rubifacients. 

AARON S. SCHWARTZMAN, M.D. 


Ferguson, A. B.: The Clinical and Roentgeno- 
graphic Interpretation of Lumbosacral Anom- 
alies. Radiology, 1934, xxii, 548. 

Anomalies in the lumbosacral region do not pro- 
duce symptoms if the mechanical weakness is com- 
pensated by muscles and ligaments. 

Decompensation may occur as the result of an 
increase in weight and stress, a decrease of muscle 
tone and power with increased age, a sudden change 
from an active to a sedentary life, or a sudden acute 
strain in an unusual position. 

The use of pelvic belts or strapping is advised for 
acute cases, but such artificial support should not be 
continued indefinitely as it tends to weaken the mus- 
cle until the patient suffers sprains as much with the 
belt as without it. In the cases of patients who have 
repeated and severe attacks in spite of conservative 
treatment, a fusion operation should be done to 
stiffen the lumbosacral and sacro-iliac joints. In 
cases of demonstrable arthritis, however, this is 
contra-indicated. 

Lumbosacral anomalies are probably the most 
common causes of sciatica and coccygodynia. There 
may be numbness or sensations of heat or cold in the 
buttocks and extending down the thighs and calves 

The diagnosis is based on: (1) the roentgen find- 
ings, (2) pain or fatigue which becomes worse on 
exercise and is relieved by rest, and (3) proof of the 
absence of genito-urinary, intestinal, and skeletal 
disease. Surgical experience has shown that when 
the roentgen findings are negative the symptoms are 
more often lumbosacral than sacro-iliac. 

Stability in the lumbosacral region depends to a 
considerable extent on the articular facets of the 
lumbosacral articulation. It is greatest when the 
joint planes are sagittal. Asymmetry of these joints 
may cause symptoms. The most severe symptoms 
are caused by a pair of joints in a sagittal plane on 
one side and a frontal plane on the other side. 

An anomaly which does not often cause symptoms 
of itself is failure of union between the laminz of the 
fifth lumbar or first sacral vertebra. Sometimes the 
ossification center for the spine of the first sacral 
vertebra remains as a separate bone between the 
ununited lamine, a condition which causes symp- 
toms especially if the free piece is connected with the 
spine of the fifth lumbar vertebra. Under such con- 
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ditions there is a feeling of pressure in the lower lum- 
bar region on complete extension of the spine. 

The so-called transitional vertebra is a common 
anomaly. It may be the fifth lumbar or the first 
sacral. It varies from a slight enlargement of a trans- 
verse process to complete fusion of the process with 
the sacral wing. Symptoms are usually present, 
especially if there is a false joint. Pain may occur on 
both sides or either side, regardless of the side on 
which the defect is found. 

The spinous processes may be so close together 
that they impinge on each other, causing pain on 
hyperextension. Contusion, such as may be pro- 
duced by extreme hyperextension in diving, may 
cause, symptoms persisting for months. 

Spondylolisthesis may be caused by trauma, but 
is due primarily to failure of union between the 
lamine and pedicles of the fifth lumbar vertebra 
which permits the body to slip forward over the sa- 
crum, leaving the spine andl aminz behind. This dis- 
placement may occur without trauma, but the 
author has never seen such a case. It may be con- 
genital. The defect between the pedicle and lamina 
is best demonstrated in an anteroposterior roent- 
genogram taken at an angle of about 45 degrees from 
below upward. It is usually visible also in the lateral 
view. When it is found without displacement of the 
vertebra it is called ‘‘ prespondylolisthesis.” 

Posterior displacement of the fifth lumbar verte- 
bra is one of the most common of the significant 
lumbosacral anomalies and very often associated 
with symptoms. Being due to abnormal mobility 
between the fifth lumbar vertebra and the sacrum, 
it is variable, being found at one examination and 
not at another, depending on the position of the 
patient. In such cases the arch articulations are usu- 
ally of the anteroposterior type. The displacement 
is caused by hyperextension, the fifth lumbar verte- 
bra slipping backward and locking over the edge of 
. the sacrum. 

An unstable lumbosacral angle may cause symp- 
toms. A vertical line through the center of the third 
lumbar body may pass as much as 2 in. in front of 
the sacrum. Under such conditions the weight must 
be maintained by muscles and ligaments. If the 
plane of the articular surface of the sacrum tilts as 
much as 42 degrees from the horizontal, the strain is 
noticeable, and if the angle is 52 degrees, the stress 
is severe. This angle is measured in relation to the 
edge of the film which is accurately placed parallel 
with the patient’s trunk when exposed. 

By a protective mechanism, the patient, when 
standing, tilts the pelvis backward, thus reducing 
the lumbosacral angle and diminishing the strain. 
Lateral views made with the patient in the standing 
and horizontal positions for comparison are impor- 
tant in the diagnosis. If the protective mechanism is 
evidenced by a decrease in the lumbosacral angle in 
the standing position, the lumbosacral joint is the 
cause of the symptoms. 

Abnormal mobility may result in occasional slip- 
ping of the fifth lumbar vertebra. The patient feels, 
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and sometimes hears, a sudden snap which is fol- 
lowed by deviation of the spine away from the pain- 
ful side. WitiraM ArtHuR CLARK, M.D. 


Konjetzny, G. E.: The Pathology and Pathological 
Anatomy of Calvé-Perthes Disease, Osteo- 
chondritis Coxz Deformans Juvenilis (Zur 
Pathologie und pathologischen Anatomie der 
Perthes-Calvé’schen Krankheit, Osteochondritis 
coxe deformans juvenilis). Acta chirurg. Scand., 
1934, Ixxiv, 361. 


The author gives a description of the patho- 
logical anatomy of two cases of Legg-Calvé-Perthes 
disease. The first was that of a seventeen-year-old 
boy with a short history of illness and marked 
changes in the hip demonstrable in the roentgeno- 
gram. In this case resection of the head of the 
femur was done. The second case was that of a boy 
of fourteen years who had been under clinical and 
roentgenological observation for eight years and 
had shown clinical recovery at the age of ten 
years, four years before his death from tuberculosis. 
In this case specimens obtained at autopsy were 
studied. The affected hip showed ‘symmetrical 
and cushion-like thickening of the joint cartilages 
with extensive fibrous degeneration of the upper 
layers. The rest consisted of necrotic osseous bars 
enclosed at one point by overgrown joint cartilage.” 

The author believes that the etiology of the 
disease has not yet been established, but that the 
embolus-infarct theory of Axhausen has received 
the most general acceptance. 

BARBARA B. Stimson, M.D. 


Aleman, O., and Friberg, S.: On Injuries of the 
Menisci of the Knee Joint. Acta chirurg. Scand., 
1934, Ixxiv, 319. 

The authors report the findings of a study of 186 
cases of injury to the menisci of the knee joint which 
were operated upon by Aleman in the Military Hos- 
pital, Stockholm. The medial meniscus was in- 
jured in 160 and the lateral meniscus in 26. 

Because of the differences in structure and func- 
tion of the medial and lateral tibiofemoral articula- 
tions, lesions of the medial and lateral menisci 
present fairly marked differences in several respects. 
There is a difference not only in the manner in 
which these lesions are produced, but also in the 
type of the rupture and the clinical picture. In the 
differential diagnosis of rupture of the medial me- 
niscus, chondromalacia patelle is of chief impor- 
tance. Knowledge of this condition has greatly 
facilitated the diagnosis of meniscal rupture and 
has prevented unnecessary operations on this me- 
niscus. 

The treatment of meniscal injuries is operative 
and consists in concentric resection into healthy 
tissue. Complete removal of the meniscus is contra- 
indicated. Arthrotomy should be done by an axial 
parapatellar incision supplemented, if necessary, by 
a posterior incision. The authors recommend 2 new 
instruments which facilitate the resection—a springy 
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knife “boutonné” for the concentric incision and a 
ring knife for severance of the posterior attachment 
of the meniscal fragment. By the use of these in- 
struments injury of the joint cartilages is avoided. 

The prognosis of meniscal injuries is very favor- 
able. Of 152 patients who were re-examined, 87 
per cent were entirely cured and 13 per cent had only 
mild symptoms which, in nearly all cases, were due 
to patellar chondromalacia rather than the meniscal 
defect. In none of the cases was there a resulting 
arthritis deformans. Of 24 patients treated for 
rupture of the lateral meniscus who were re-exam- 
ined, 80 per cent were found entirely cured and 20 
per cent reported slight discomfort. Among the 
latter were 2 with arthritis deformans localized to 
the lateral joint and due apparently to the meniscal 
defect. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Huard, P.: Technique, Results and Prosthesis in 
Amputations of the Knee (Technique, résultats, 
et appareillage des amputations du genou). Rev. 
de chir., Par., 1934, liii, 201. 


The technique of disarticulation of the knee, 
Gritti’s amputation, and low amputation of the 
thigh are described in detail. Although it was pre- 
ferred to amputation by Guy de Chauliac and was 
performed by such men as Paré, Brasdor, Laney, 
and Velpeau, disarticulation was later abandoned be- 
cause its results were poor. During the latter part of 
the last century it was re-introduced by Polaillon 
and others who insisted on its value, and became the 
subject of active controversy. 

Disarticulation is indicated as a temporary meas- 
ure in emergency cases. Final disarticulation is not 
wholly to be discarded, but its indications are rela- 
tively few, and unless favorable conditions are pres- 
ent and the technique is thoroughly understood, 
some other method of amputation should be used. 
A poor stump after disarticulation causes greater 
prosthetic difficulties than a poor stump after ampu- 
tation. Many poor results with condylar deformities 
may be attributed to the performance of this opera- 
tion in a more or less septic area. 

The various techniques for disarticulation, in- 
cluding the so-called classical method and the meth- 
ods of Lecéne, Lejars, and Pollosson, are described. 
The author enumerates the advantages of the Ollier- 
Pollosson method, emphasizing that it leaves a sub- 
periosteal knee with motion, forms a capsulomenis- 
coperiosteal sheath demonstrable in the roentgeno- 
gram, and permits articular closure under excellent 
conditions with preservation of the essential ele- 
ments, the skin, round ligament, and adipose liga- 
ments being re-inserted in the posterior soft parts. 

Postoperative care during the preprosthetic period 
is of importance. The patient should become accus- 
tomed to pressure of the stump against a hard sur- 
face or a sand bag. Early electrical massage should 
be applied to the muscles of the thigh. The osteo- 


muscular subfemoral cushion should be developed, 
and the mobility of the stump increased by suitable 
exercises. 

The temporary prosthesis of choice is the peg leg. 
As a rule the final prosthesis is applied too late. 
When the stump has become cicatrized and the 
postoperative oedema has become absorbed, the 
temporary prosthesis may do harm as its continued 
use requires re-education of the patient for the final 
prosthesis. The shorter the interval between the 
operation and the application of the final prosthesis 
the better will be the results. 

When Gritti in 1857 first described the operation 
which bears his name he had three aims in view: 
(1) amputation of the thigh as far as possible from 
its root to diminish the risk of the operation, (2) 
closure of the bony lacune at the lower extremity of 
the femur by means of the patella to prevent puru- 
lent infection, and (3) terminal end-bearing. As 
Lucas-Championniere remarked, the first two of 
these are no longer of interest. Many surgeons fail 
to see any value in the Gritti operation, describing 
it as superfluous, complicated, and difficult, and 
claiming that it rarely gives an end-bearing stump. 
In spite of its apparently modern character, it is an 
old-fashioned procedure devised to meet indications 
that today are partially obsolete. It should never 
be practiced in an infected area. The successful 
results obtained from its use during the war can only 
partially counterbalance the adverse criticisms of 
such surgeons as DePage, Coullaud, Tuffier, and 
Nové-Josserand. On the other hand, when it can 
be performed in an aseptic field and with proper 
fixation of the patella, the indications for it are defi- 
nite, though relatively rare, and its results are usu- 
ally very good. 

Huard next discusses the various techniques for 
amputation of the thigh, including those of Foullion, 
Carden, Morestin, and Duval. He has not used them 
as he believes that end-bearing can be obtained by 
simpler methods. He emphasizes that in sawing 
through the bone it is of great importance to avoid 
roughening or splintering of the bone and laceration 
or contusion of the periosteum as otherwise painful 
osteophytes may form and perforate the femoral 
vessels. When a good technique is used nerve se- 
quel are relatively rare. Resection must be per- 
formed most carefully and without undue traction. 
Care must be taken to avoid ligating the accessory 
branch of the internal saphenous vein with the other 
vessels. It is of great importance also to ascertain 
the normal vasomotor tone of the soft parts by a 
thorough preliminary clinical examination. 

The postoperative treatment should include exer- 
cises and manual and electrical massage. As early 
as possible the patient should be encouraged to press 
the stump against a hard surface or sand bag. 
Finally, the temporary prosthesis may be applied. 
The task of the surgeon is far from completed with 
cicatrization of the stump as the patient should be 
kept under observation until the final prosthesis has 
been applied with good results. This prosthesis 
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must be repeatedly adjusted to the stump as the 
latter changes rapidly. 

The author believes that a good disarticulation of 
the Pollosson type is superior to the Gritti amputa- 
tion and transcondylar amputation because of the 
length and power of the stump, the broad weight- 
bearing surface separated from the femoral condyles 
by a double articulation of the menisci, and the im- 
possibility of secondary patellar displacement. 

In conclusion Huard says that a poor disarticula- 
tion is inferior to a Gritti operation or a successful 
low amputation of the thigh. 

Eprra SCHANCHE Moore. 


Pozniakov, L.: Surgical Treatment of Koehler’s 
Metatarsal Disease (Traitement chirurgical de la 
maladie métatarsienne de Koehler). J. de chir., 
1934, Xlili, 607. 

The ordinary resection of the heads of the met- 
atarsals in Koehler’s disease removes the disease 
focus, but interferes with the normal static condi- 
tions of the foot and changes the anatomical relations 
between the phalanges of the toes and the meta- 
tarsals which have been operated upon. The author 
overcomes the difliculties by substituting for the 
resected head of the diseased metatarsal an auto- 
plastic graft taken with its periosteum from the 
crest of the tibia. Transplanted into the cavity 
produced by removal of the head, the bone takes 
well and becomes moulded into the normal shape 
of the head of the metatarsal. Four cases treated 
in the manner described are reported with roent- 
genograms. The method gives good results, both 
anatomical and functional. It should be used not 
only in old cases which have reached the stage of 
arthritis deformans, but also in early progressive 
cases with intense pain in which medical treatment 
has little effect. 

The fact that the free bone transplant takes well 
on the stump of the metatarsal shows that it is 
possible to use bone grafts to lengthen the stumps of 
amputated limbs and fit prostheses to them. 

AupreEy Goss Morcan, M.D. 


FRACTURES AND DISLOCATIONS 


Selvaggi, G.: Bony Callus and Experimental 
Acidosis (Callo osseo ed acidosi sperimentale). 
Ann. ital. di chir., 1934, xiii, 37. 

This article reports experiments carried out on 
rabbits to determine the influence of variations in 
the hydrogen-ion concentration of the blood on 
fractures. The rabbits were divided into three 
groups. Those of Group 1 were given a normal diet; 
those of Group 2, an acid diet; and those of Group 3, 
an alkaline diet. Those of Groups 2 and 3 were 
given also intravenous injections of lactic acid and 
weak solutions of sodium hydroxide. Fifteen days 
after the beginning of the experiment the radius and 
ulna were artificially fractured. The healing process 
was then studied by roentgen-ray examination and 
microscopic section at intervals up to sixty days. 


The author was able to obtain only an acidotic 
state as determined by potentiometric determina- 
tions of the hydrogen-ion concentration of the blood 
plasma. In the acidotic animals he found retarda- 
tion of ossification and diminished calcification of 
the callus, conditions similar to those in the rachitic 
state. BARBARA B. Stimson, M.D. 


Daland, E. M.: A Study of 236 Compound Fractures 
Treated at the Massachusetts General Hos- 
pital. New England J. Med., 1934, ccx, 983. 


The author presents an analysis of 236 compound 
fractures treated during the period from 1923 to 
1931. He divides the cases into 2 main groups: 

1. Those of fracture caused by indirect violence: 
(a) puncture wounds, and (b) extensive soft-part 
damage. 

2. Those of fracture caused by direct violence: 
(a) cuts, lacerations, and bullet wounds, and (b) ex- 
tensive wounds from massive trauma. 

In all of the cases antitetanic serum was given, the 
wound was covered with a sterile dressing, and 
temporary splints were applied before roentgeno- 
grams were made. The operative procedure con- 
sisted of thorough débridement with the knife rather 
than with the scissors and thorough irrigation of the 
widely opened wound with normal saline solution. 
Reduction of the fracture was then done if possible 
and followed by closure of the wound or the use of 
the Carrel-Dakin method, depending upon the ex- 
tent of the trauma. Daland says that skeletal trac- 
tion may be applied distal to the wound if this can 
be done under aseptic conditions. Primary internal 
fixation by bone grafts or bone pegs is not advocated. 
In the cases reviewed steel plates were rarely used. 
The results obtained are shown in tables in which 
the fractures are grouped anatomically, and are crit- 
ically analyzed and discussed. The technique of the 
Carrel-Dakin treatment is described in detail. 

The incidence of tetanus in the series was 0.48 
per cent; that of gas-bacillus infection, 0; and that 
of persistent bone infection, 2.9 per cent. Sepsis 
followed treatment in 18 per cent of the cases. In 
the cases of mild puncture wounds its incidence was 
6.5 per cent, whereas in the cases of wounds caused 
by direct trauma it was 24 per cent. 

The author concludes from this study that the 
average compound fracture caused by indirect 
trauma, if treated early and adequately, is no more 
serious than a simple fracture; that the results 
obtained by cleansing the small puncture wound, 
applying an antiseptic solution, and allowing the 
wound to granulate have usually been satisfactory; 
and that compound fractures from direct trauma are 
far more serious and call for very radical measures. 
He believes that some wounds may be tightly closed 
after débridement, but that the larger ones should 
be left wide open. He does not approve of loose 
closure or partial closure with drainage. He believes 
that the use of gas-bacillus serum as a prophylactic 
measure is unnecessary if adequate débridement is 
done. In conclusion he says, “Our results of treat- 
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ment by the present methods are quite satisfactory 
with the exception of the femurs and the bones of 
the leg. There was too much sepsis in these groups. 
Radical measures should be used in a larger number 
of these cases.”’ BARBARA B. Stimson, M.D. 


Jones, R. W.: Inadequate Immobilization and Non- 
Union of Fractures. Brit. M.J., 1934, i, 936. 


Joues believes that, regardless of the site of the 
fracture, delayed union and non-union is due to 
either incomplete immobilization or discontinuance 
of immobilization too soon. He states that hyper- 
wmia of bone always results in decalcification and 
ischemia in recalcification. If a fracture is imper- 
fectly immobilized, the frequent twisting strain 
causes recurring hyperemia with increasing decal- 
cification. If adequate immobilization is discon- 
tinued too soon, before the final dense consolidation 
has occurred, traumatic hyperemia is observed, 
‘recalcification ceases at once, decalcification super- 
venes, and non-union develops.” In this second 
stage preliminary revascularization by a drilling or 
grafting operation may be necessary. Jones illus- 
trates these principles by fractures of the navicular 
bone which he believes will unite if adequately 
immobilized in an unpadded plaster cast until there 
is roentgenographic evidence of consolidation. 

Fractures of the neck of the femur can be ade- 
quately immobilized by the use of the Smith-Peter- 
sen nail which prevents movement of the proximal 
fragment, ‘“‘a method which secures union of the 
fracture in 90 to 100 per cent of cases.’’ Intra- 
articular arthrodesis of the hip held by means of a 
Smith-Petersen nail driven through the femoral 
neck and head into the pelvis results in firm con- 
solidation. Non-union of the shaft of the ulna in 
fractures of both forearm bones can be prevented 
only by absolute limitation of radio-ulnar move- 
ment by complete fixation of both wrist and elbow 
which is maintained until there is roentgenographic 
evidence of consolidation. In infected compound 
fractures the initial stage of decalcification is pro- 
longed. If it is immobilized, the fracture will 
usually unite. Barbara B. Stimson, M.D. 


Gangler, J.: Late Results of Poorly Healed Frac- 
tures, with Special Regard to Fractures in 
Children (Spaetergebnisse schlecht geheilter Kno- 
chenbrueche, mit besonderer Beruecksichtigung 
kindlicher Brueche). Chirurg, 1934, vi, 121. 


Fractures have been studied roentgenologically 
for about thirty years, about a generation. From 
more than 5,000 cases treated during this period the 
author selected for his study those in which healing 
occurred under very unfavorable conditions and was 
followed roentgenologically, when possible by serial 
roentgenograms. The purpose of the investigation 
was to follow the further development of the frac- 
tures not only from an anatomicomorphological, but 
also from a functional, viewpoint. 

As the final limit of the study was the completion 
of the growth of the bone, the cases are divided into 
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those of fracture occurring before the eighteenth 
year and those of fracture occurring after the twen- 
tieth year of age. These 2 large groups are sub- 
divided into periods of six years and of ten years 
each. In the subgroup of from one to six years it 
was found that even when healing occurred in a 
phantastically poor position neither anatomical nor 
functional evidence of an old fracture is to be ap- 
parent today after thirty years. Many of the pa- 
tients followed up had forgotten which arm or leg 
had been fractured. Therefore bilateral roentgeno- 
grams were necessary. Comparison of these was 
astonishing. In contrast was an operatively treated 
supracondylar fracture of the humerus in a child 
of five years and a child of six years. In one of these 
cases the result was and is anatomically good and 
functionally poor, whereas in the other there is a 
pseudarthrosis but the musculature is so well de- 
veloped that the patient is able to earn full wages 
at heavy labor. This comparison was carried out 
in all of the groups. 

Gangler comes to the conclusion that there is a 
fundamental difference in healing in children and 
adults. In children, function restores the normal 
anatomical form, whereas in adults the healing proc- 
esses are unable to exert a decisive influence on 
anatomical formation and ultimate function depends 
to a large extent on the anatomical position in which 
the fracture heals. Therefore in the cases of adults 
the effort must be made to obtain the ideal position 
in order to prevent impairment of function, whereas 
in the cases of children some reliance can be placed 
on the tendency toward self healing. Pienz (Z). 


Marique, P.: Dislocations of the Inner End of the 
Clavicle and Their Surgical Treatment (Sur les 
luxations de l’extrémité interne de la clavicule et leur 
traitement chirurgical). Bordeaux chir., 1934, No. 
I, 34. 


Dislocations of the inner end of the clavicle are 
rare as the bone breaks rather easily and the liga- 
ments supporting the articulation are rather strong. 
Movements of the clavicle are complex and find 
their center of rotation at about the point of attach- 
ment of the costoclavicular ligament. For these 
reasons the clavicle may be termed a lever of the first 
class. The usual direction of displacements is ex- 
plained by the fact that the joint surface is directed 
medially, upward, and anteriorly. Posterior dis- 
placements, dangerous because of their encroach- 
ment on the mediastinal sinus, are produced by 
direct violence. Subluxations may occur with merely 
stretching or distention of the capsule, but in com- 
plete dislocations the rhomboid ligament is always 
torn. The muscular attachments to the clavicle 
have a definite influence on the type of displacement. 
Most active is the sternocleidomastoid muscle. 

Reduction of subluxations is usually not difficult 
when the clavicle is manually forced into place and 
the shoulder manipulated in conformity with the 
type of displacement. However, simple reduction 
of anterior and superior dislocations may be com- 
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plicated by interposition of the joint meniscus. This 
may be combated by manipulation, or, as has been 
done by Fournot, keeping the corresponding arm in 
hyperextension for a time. Reduction of substernal 
dislocation is accomplished by raising the clavicle 
into place with some type of lever. Fixation, which 
is more difficult, may be accomplished by the use of 
metal sutures, sutures of rolled fascia lata, suturing 
the meniscus over the anterior surface of the joint, 
suturing the clavicle to the first costal cartilage, or 
fixation of the joint by a metallic screw. The author 
favors the use of fascia lata. He suggests that this be 
employed as a mattress suture after parallel tunnels 
have been drilled in the sternum and clavicle. 
Marique reports a case of dislocation and fracture 
of the clavicle in which a musculo-aponeurotic 
suture was done and a Desault bandage applied. 
The fixation was removed after ten days. After 
twenty days, abduction of 60 degrees was possible. 
Wit.iaM C. Beck, M.D. 


Pellegrini, O.: Anatomical and Roentgenographic 
Observations on the Elbow Joint During the 
Period of Growth and Their Relationship to 
Traumatic Lesions of the Articular Surfaces 
(Osservazioni anatomiche e radiografiche sul gomito 
durante il periodo dell’ accrescimento e loro rapporti 
con le lesioni traumatiche dei capi articolari). Arch. 
di chir. infantile, 1934, i, 1. 

The author gives a detailed description of the 
anatomy of the osseous components of a series of 
elbows of children ranging in age from birth to 
twelve years. He then discusses the blood supply 
of the developing epiphyses as shown by injected 
specimens. He made roentgenographic studies also 
of a large number of individuals to determine the 
average age at which the centers of ossification 
appear and union of the epiphyses with the shaft 
takes place. He presents a table of the findings of a 
number of investigators regarding the appearance 
and final fusion of the various ossification centers 
around the elbow. Finally he takes up the various 
types of fractures and slipping of the epiphyses which 
usually occur in the developing elbow. He attributes 
them to the morphological and structural charac- 
teristics which he noted at different ages in each of 
the bony components of the joint, and expresses the 
opinion that certain types of fractures which occur 
particularly at certain stages of development occur 
solely because of these anatomical (morphological 
and structural) characteristics. 

BARBARA B. Stimson, M.D. 


Beccari, C.: Observations on Fractures of the Neck 
of the Radius (Osservazioni sulla frattura del 
collo del radio). Policlin., Rome, 1934, xli, sez. 
chir. 213. 


Among the ninety-five fractures about the elbow 
which were treated at the Surgical Clinic in Florence 
during the past twenty-five years there were ten 
fractures of the head of the radius and one fracture 
of the radial neck. 


INTERNATIONAL ABSTRACT OF SURGERY 


Beccari reports the case of a man twenty-seven 
years old who, in a fall from a height, struck the 
inner side of the flexed and pronated forearm, sus- 
taining a posterior dislocation of both bones of the 
forearm and a fracture of the neck of the radius in 
which the proximal fragment remained with the 
humerus. The dislocation was reduced by closed 
methods, and nine days later the proximal fragment 
of the radius was excised. The arm was immobilized 
for two weeks. After two months all motions were 
complete except flexion which was somewhat 
limited. i 

The author reviews the literature on fractures of 
the neck of the radius. He believes that such frac- 
tures are most common in youth, and that the line of 
fracture is below the epiphyseal line. The fracture 
may be associated with other injuries near the elbow 
joint. The diagnosis may require roentgen examina- 
tion. Beccari advises active motion for cases without 
displacement and open reduction or removal for 
cases with gross displacement. 

BarsBara B. Stimson, M.D. 


Stéren, H.: Osteochondritis Dissecans in the Hip 
Joint as a Systemic Disease. A Case of Delayed 
Demarcation Process After Fracture of the 
Neck of the Femur (Osteochrondritis dissecans in 
den Hueftgelenken als konstitutionelles Leiden, 
sowie ein Fall eines tardiven Demarkationsprozesses 
nach Fraktura colli femoris). Acta chirurg. Scand., 
1934, Ixxiv, 491. 


The author reports in detail two cases of hip- 
joint disease in which the roentgenograms showed 
somewhat similar changes in the heads of the femora, 
i.e., “demarcation of a piece of the upper part.” 
In the first case, that of a man twenty-seven years 
of age, multiple joint changes with typical osteo- 
chondritis dissecans of the right knee were found 
at roentgen examination and operation and similar 
changes in the left knee and both hips at roentgen 
and clinical examination. The roentgenograms are 
reproduced and the clinical course of the condition 
is described. The father of the patient presented a 
similar clinical picture, and two brothers and one 
sister suffered from a similar polyarticular condition. 
In all except the sister the first symptoms were noted 
between the ages of eight and ten years. The sister 
first developed symptoms at the age of thirty. Her 
ankles, hips, and knees were affected first and later 
her fingers. 

The author says that up to the present there 
are only nine cases of osteochondritis dissecans of 
the hip on record. 

The second case reported by Stéren was that of 
a man sixty years of age who sustained a fracture 
of the neck of the femur which apparently healed 
in good position. After a few months, during which 
he was able to walk with comparatively little dis- 
comfort, the pain gradually increased. Twelve 
months after the injury roentgenograms showed de- 
marcation of a flat piece of bone from the upper 
part of the femoral head, which roentgenologically 
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bore a certain resemblance to osteochondritis dis- 
secans. The case is cited as an instance of a process 
which resembles true osteochondritis dissecans roent- 
genologically, but probably has a quite different 
etiology. BARBARA B. Stimson, M.D. 


ORTHOPEDICS IN GENERAL 


Rollier, A.: The Clinic Factory at Leysin (La 
clinique-manufacture de Leysin). Rev. méd. de la 
Suisse Rom., 1934, p. 364. 

At the Rollier Clinic the establishment of a work- 
hop for convalescents from tuberculous bone and 
oint disease has been found of value to improve the 
morale as well as the physical condition of the 
vatients. If properly managed, such a workshop 
nay have also an economic value. The beds are 
specially made to facilitate work done by recum- 
ent patients. The springs are inclined, the heads 


ure reversible, and a firm tray is clamped on where 


‘he patient may work lying either on his abdomen or 
mn his back. Before a patient is put to work his 
talents are carefully studied and the effect of 
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activities on his temperature is determined. The 
work selected for him is that to which he is best 
adapted. The types of work include watch repairing, 
the winding of armatures, and the making of small 
bells, parts for radios and telephones, and small 
articles of clothing. The electric motors and sewing 
machines are small enough to be used on the bed 
trays. In some instances a patient makes only a 
small part of an article and then passes it on to 
another who is better able to make another part. 

The most striking result of the work has been the 
improvement in the morale of the patients. Patients 
with tuberculosis of the spine keep their backs in 
hyperextension while working. As those with open 
sinuses usually do not do well at work, such ac- 
tivities are limited to those whose sinuses have 
closed. Work is never allowed to the point of 
fatigue. Under the régime of heliotherapy and 
therapeutic work adults are cured as readily as 
children. 

The article includes the reports of six illustrative 
cases and numerous illustrations. 

WILLIAM ARTHUR CLARK, M.D. 
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BLOOD VESSELS 


Elkin, D. C., and Campbell, J. L.: Aneurism: A 
Review of Sixty-Two Cases. Am. J. Surg., 1934, 
Xxiv, O11. 


The authors report on sixty-two cases of periph- . 


eral aneurism treated by operation. In this series 
there were no cases of aortic aneurism. The lesions 
were located in the carotid, femoral, popliteal, tibial, 
peroneal, radial, ulnar, vertebral, subclavian, axil- 
lary, brachial, temporal, and digital arteries. There 
was one case of pulsating exophthalmos. Three of 
the patients died. There was one recurrence follow- 
ing an incomplete operation on an arteriovenous 
fistula. In one instance amputation of the leg was 
necessitated by gangrene. 

There were twenty cases of true aneurism. Six 
vessels were involved. Those involved most fre- 
quently were the popliteal, femoral, and carotid 
arteries. The Wassermann test was positive in four- 
teen cases, and the lesion was attributed to syphilis 
in all. The problem in these cases was to extirpate 
or obliterate the lesion completely and at the same 
time preserve a collateral circulation sufficient to 
nourish the part distal to it. This was done by one 
of three methods: (1) extirpation of the portion of 
the artery occupied by the aneurism; (2) oblitera- 
tion by sutures placed within the opened sac 
(Matas); and (3) the application of a band of fascia 
proximal to the aneurism to produce clotting by 
slowing the flow of blood. Fascial bands were used in 
seven cases, aneurysmorrhaphy was performed in 
nine cases, proximal and distal ligation and packing 
were done in one case, total extirpation was done in 
two cases, and proximal ligation was done in one 
case. The five cases of aneurism of the common 
carotid artery were treated by placing a band of 
fascia about 1.5 mm. wide just below the lesion and 
suturing it with silk. Three of the patients recov- 
ered without complications; one developed a recur- 
rence after five months and was then treated suc- 
cessfully by proximal and distal ligation; and one 
developed a transient hemiplegia. 

There were twenty-four cases of false aneurism or 
pulsating hematoma. The most common causes 
were stab and gunshot wounds. The problem of 
treatment was for the most part like that of the 
spontaneous variety, i.e., closure of the arterial 
wound and extirpation or obliteration of the sac 
without interference with the collateral circulation. 
The sac was opened under tourniquet control, the 
clot evacuated, and the sac then obliterated by 
endo-aneurysmorrhaphy. One patient died from 
secondary hemorrhage. 

Sixteen cases of arteriovenous fistula were treated. 
The carotid and femoral vessels were involved most 


frequently. Except in a case of small congenital 
fistula of the common carotid artery and the inter- 
nal jugular vein, all of the fistula were of traumatic 
origin. Quadruple ligation and complete excision, 
the method of choice when collateral circulation is 
well established, was done successfully in seven of 
these cases and in two cases of cirsoid aneurism. 
WatterR N. NabLer, M.D. 


Miller, C., Dolbey, R., and Ballance, Sir C.: Aneu- 
rism of the Innominate Artery. Lancet, 1934, 
ccexxvi, 778. 


The authors report a case in which an aneurism of 
the innominate artery was present for twenty-three 
years. During this time the artery was ligated and a 
solution of quinine urethane hydrochloride was in- 
jected into the aneurism to prevent rupture through 
the skin of the neck. 

The patient, a male, contracted syphilis in 1888, 
at the age of seventeen years, while he was in Africa. 
Treatment of the syphilis was discontinued after 
three weeks. In 1o11, when the patient was in 
Vancouver, definite signs of an innominate aneurism 
were seen. During the next two years treatment for 
syphilis was again given. In 1913 he reported that 
he felt well except for an occasional pain in the right 
arm. He saw strenuous war service until 1918. The 
symptoms of aneurism then recurred. During 1922 
and 1923, antisyphilitic treatment with rest was 
given, but the aneurism increased in size, causing 
dysphagia. 

In 1925, the innominate artery was ligated at its 
proximal portion by kangaroo tendons. Prior to the 
operation, Ballance designed an ivory clamp made 
from the tusk of an elephant to close the artery by 
bringing the inner surfaces together over a wide 
area without crushing them. It was believed that if 
the larger artery were occluded by a metal band the 
edges of the band might press unduly against the 
arterial wall and cause necrosis. At operation, the 
scar tissue surrounding the proximal portion of the 
innominate artery was so dense that the clamp could 
not be used. Therefore three strands of kangaroo 
tendon passed by an aneurism needle were used 
instead. The pulsation was not arrested, and under 
local anesthesia the right common carotid artery 
and the right axillary artery, respectively, were 
ligated. Pulsation continued, but the patient was 
quite comfortable. By means of electrolysis, throm- 
bosis in a portion of the aneurism was produced. 
These measures reduced the size of the prominent 
portion. 

The patient was well and comfortable and led a 
sedentary life until June, 1933. Then, following 
physical exertion, the pain returned and the swelling 
of the aneurism re-appeared. Three months later, 
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in anticipation of rupture through the skin, a solu- 
tion of quinine urethane hydrochloride was injected 
into the bulging parts of the aneurism. When this 
was done the skin over the swelling gave way, large 
masses of clot were extruded, and all pulsation 
ceased. However, no hemorrhage occurred. The 
cavity of the aneurism was packed daily with ribbon 
gauze soaked in hot Beck’s bismuth paste. Hamor- 
rhage occurred suddenly, and the patient died a 
month after the injections of quinine urethane 
hydrochloride. 

The authors observed that there was no oblitera- 
tion of the artery after its ligation. Hence Scarpa’s 
‘aw was not fulfilled and cure did not take place. 
hey believe that the distal ligation was an incorrect 
procedure as it caused the aneurism to become a 
liverticulum of the larger artery and increased 
rather than decreased the pressure within the sac. 
\ttention is called to the fact that aneurism of the 
innominate artery usually starts at the point of 
strain, namely, the bifurcation. The proximal por- 
tion of the artery is at first unaffected and early 
operative interference is possible. The tumor 
spreads in the direction of least resistance. Although 
the aneurism in the case reported had been present 
for twenty-three years, no pressure erosion of any 
hone was revealed at autopsy. It is noteworthy that 
rest and antisyphilitic treatment were most beneficial 
in the earlier stages of the infection by syphilis. 

HERBERT F. Tuurston, M.D. 


Fontaine, R., and Maitre, R.: Arteriography in 
Arteritis of the Extremities (L’artériographie 
dans les artérites des membres). J. de chir., 1934, 
xliii, 801. 

Heretofore, determination of the level of amputa- 
tion in cases of vascular disease of an extremity was 
based on the following factors: 

1. The clinical findings, which included the ap- 
pearance of the extremity, the topography of the 
gangrenous lesion, and the extent of the affection 
as evidenced by cyanosis. These are too indefinite 
to be fully dependable. 

2. The arterial pulse. Determination of the ar- 
terial pulse is sometimes difficult even under normal 
conditions. The pulse may be absent when the ves- 
sel is not obliterated. Moreover, the arterial pulse 
does not necessarily indicate the condition of the 
large arterial trunks as the latter may be obstructed 
without marked involvement of the vessels of the 
extremity. 

3. The test of Moszkowicz. This is somewhat 
more precise. The rapidity with which the color 
returns following the application of a tourniquet 
permits judgment regarding the degree of vascu- 
larization of the extremity. 

4. Oscillometry. According to various investiga- 
tors, this method permits more accurate determina- 
tion of the level of a contemplated amputation than 
any of the other factors mentioned. The oscillom- 
eter registers the oscillations of the arterial walls. 
The amplitude of the oscillations depends on: 
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(a) the cardiac power, and (b) the arterial factor. 
Two factors determining the former are: (a) the 
elasticity of the arterial walls, and (b) the condition 
of the vascular lumen. When the elasticity of the 
arterial walls is changed, as in certain cases of senile 
arteritis before the occurrence of obliteration, the 
amplitude of the oscillations is often considerably 
increased without a consequent increase in the blood 
supply of the extremity. When the vascular lumen 
is obliterated, the oscillations usually cease. Oscil- 
lometry reveals exactly only the upper level of 
vascular obliteration and this is insufficient. The 
circulatory relations are entirely different when the 
main trunk is obliterated for a distance of only 1 
or 2 cm. and when there is a more extensive throm- 
bosis of the lower segment. 

Because of the facts reviewed the authors employ 
arteriography. This method permits a study of the 
different factors which are responsible for what may 
be called the “circulatory value” of an extremity. 

The method of Sicard, the intra-arterial injection 
of lipiodol, did not become very generally accepted. 
The technique of arteriography was considerably 
improved by Dos Santos, but even in the modified 
form it did not become generally used. 

The method employed by the authors consists of 
a transcutaneous arterial injection of thorotrast, a 
procedure no more complex than a simple intrave- 
nous injection. The injection is not painful and is 
well tolerated. It does not lead to unpleasant side- 
effects or to necrosis. It was employed by the authors 
forty-six times in the cases of thirty-eight patients. 
Although the objection has been raised that thoro- 
trast becomes fixed in the parenchymatous organs, 
the authors doubt that the injection of from 20 to 
35 c.cm. of thorium dioxide, the amount necessary 
for arteriography, can have an injurious effect. 

Cases of various vascular affections are reported 
in detail. 

The article is concluded by the statement that 
arteriography is the only method which makes it 
possible to determine clearly whether conservative 
or radical therapy is necessary and, if radical treat- 
ment is indicated, at what level the amputation 
should be done. The authors cite cases in which, 
following a diagnosis such as sciatica or chronic 
arthritis, arteriography showed the condition to be 
an arteritis and thereby led to proper treatment 
with cure. A. SCHWARTZMAN, M.D. 


Matas, R.: On the So-Called Primary Thrombosis 
of the Axillary Vein Caused by Strain. Am. J. 
Surg., 1934, XXiv, 642. 

A case of so-called primary thrombosis of the 
axillary vein which presented a special medicolegal 
problem is reported. This condition, which was 
first recognized as a clinical entity by Schroetter in 
1884, is discussed by the author from the standpoints 
of etiology, pathogenesis, prognosis, and treatment. 
About too cases have been reported. In a consid- 
erable number of cases in which operation was per- 
formed no thrombus or occlusion of the vein was 
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discovered, but of a series of twenty-eight cases an 
axillary thrombus was found in all. The author 
draws the following conclusions: 

1. The so-called axillary thrombosis by strain or 
effort is a complex syndrome of polyvalent causation 
in which indirect trauma of the axillary vein and its 
immediate environment including the lymphatics 
and the perivenous sympathetic plexus plays the 
leading réle. Thrombosis is the usual, but not an 
essential, feature of the lesion. 

2. The vascular reactions (oedema and signs of 
venous obstruction) and functional disability which 
are peculiar to this disorder are usually out of all 
proportion to the extent and degree of the trauma. 

3. None of the theories at present advanced to 
explain the condition is adequate alone to account 
for all of the clinical phenomena of the classical 
type of the affection. 

4. A difference should be recognized medico- 
legally between primary spontaneous thrombosis of 
the axillary vein caused by accidental trauma 
(muscular strain and indirect injury) and the so- 
called spontaneous thrombosis which occurs with- 
out a history of accident or antecedent injury or 
continued occupational strain. The absence of ac- 
cidental trauma, whether direct or indirect, trivial 
or severe, excludes ipso facto the non-traumatic cases 
from the category of accident insurance liabilities. 

5. In all cases which resist the classical methods 
of treating thrombophlebitis an exploratory opera- 
tion is indicated to determine the nature of the 
lesion and for the performance of thrombectomy 
when a clot is present or of excision of the venous 
segment when this is obviously diseased in the ab- 
sence of a clot. Wa ter H. Napter, M.D. 


Bergendal, S.: A Contribution to the Question of 
Peripheral Emboli. Acta chirurg. Scand., 1934, 
Ixxiv, 248. 

The author reports in some detail four cases of 
peripheral arterial embolism. In the first of the 
three in which he performed an embolectomy on the 
popliteal artery the operation was done one and a 
half hours after the onset of the embolism and the 
result was satisfactory. In the second, in which the 
operation was done after four hours, the result was 
good until a fresh embolism occurred. In the third 
case, in which the operation was performed after 
twenty-three hours, there was no improvement. 

The fourth case reported was a case of embolus 
of the left axillary artery. Although the embolus 
was removed after two and a half hours, gangrene 
necessitated amputation. The author believes it 
possible that the intima was injured by the use of a 
scoop. 

In discussing emboli of the upper extremity, 
Bergendal refers to two cases in which recovery 
resulted without operation. He emphasizes that 
arterial emboli of the upper extremity are much less 
likely to require operation than those of the lower 
extremity. Nevertheless he believes that surgical 
intervention is advisable because operation cannot 


be postponed long enough to determine whether the 
arm is going to recover collateral circulation spon- 
taneously. 

As in most cases of arterial embolism, other serious 
conditions such as cardiac lesions and extensive 
arteriosclerosis were present in the author’s cases. 

At the end of the article there is a short reference 
to a fourth case in which embolectomy was per- 
formed on the popliteal artery. Although the opera- 
tion was done within three hours after the onset of 
the embolism and was apparently followed by im- 
provement of the circulation, gangrene developed 
and amputation of the leg became necessary. 

Mont R. Ret, M.D. 


BLOOD; TRANSFUSION 


Hoche, O.: Blood Transfusion and Sepsis (Blut- 
transfusion und Sepsis). 58 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1934. 

In the treatment of severe general pyogenic in- 
fections blood transfusion is of primary importance 
among many other procedures. The author ex- 
pressed this opinion two years ago in a discussion 
of blood transfusion at an open meeting of the 
Vienna Surgical Society. He believes that in spite 
of the infrequency of good results heretofore, the 
indication for blood transfusion in general sepsis is 
well founded. This conclusion is based not only on 
his own extensive experience, but also on the ma- 
terial of the Austrian and large Vienna clinics. Of 
1,696 blood transfusions, 161 (about 10 per cent) 
were done for general sepsis. In the different clinics 
the mortality ranged from 47 to 100 per cent. The 
average mortality was 60 per cent. 

In 1932 the author’s material numbered 484 blood 
transfusions, 48 of which were done for general 
sepsis with a mortality of 47 per cent. In this 
material Hoche recognizes 2 distinct pictures of 
general sepsis. One is a severe wound infection with 
sepsis in gas gangrene, and the other the clinical 
picture of agranulocytosis. In sepsis with gas 
gangrene the author has obtained good results with 
blood transfusion. In the treatment of agranulo- 
cytosis he performed his first successful blood trans- 
fusion in 1926. Since then he has obtained good 
results from this treatment in 4 other cases. The 
administration of large quantities of blood, up to 
4,000 c.cm. in several transfusions, also seems to be 
beneficial. To this material some of the experiences 
of the last two years (1932 to 1934) at the Inns- 
bruck University Surgical Clinic are added. Four- 
teen blood transfusions were done for sepsis. The 
author reports 4 of the cases. 

Case 1 was that of a boy sixteen years old who 
sustained a contused and lacerated wound of the 
right knee in a fall on the street. The treatment con- 
sisted of aseptic treatment of the wound and the 
administration of tetanus antitoxin. After ten days 
of apparently smooth recovery, a swelling appeared 
in the region of the knee and a high fever developed. 
A phlegmon then appeared and in spite of surgical 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


intervention suppurative arthritis of the knee re- 
sulted. The knee-joint was incised and drained. 
(he temperature was of the septic type. The general 
condition became progressively worse. Following 
the transfusion of 500 c.cm. of group-similar blood 
there was slight improvement of the general condi- 
tion for two days. A new revision of the joint then 
seemed necessary. The general condition was poor. 
{wo days later a second transfusion of 500 c.cm. 
{ blood was given. The patient reacted very well 
and slowly recovered. After four months he was 
discharged as cured with a stiff knee. 

The second case was that of an eighteen-year-old 
cirl who had had diabetes mellitus for five years 
ind was admitted to the hospital because of a se- 
vere phlegmon of the left leg and phlegmonous 
abscesses of both thighs. In spite of immediate 
surgical intervention there was marked deteriora- 
tion of the general health. This was due in part to 
ihe severe diabetes. The temperature was of the 
septic type. On the twelfth postoperative day dia- 
betic coma set in and the temperature, was 40 de- 
grees C. Two days later a severe hemorrhage oc- 
curred from the wound in the left leg. Another 
wound revision was done. In spite of this the general 
condition remained so poor that the advisability 
of amputation was discussed with the girl’s parents. 
[wo days after the hemorrhage a transfusion of 
500 c.cm. of group-similar blood was given. The 
patient reacted very well and slowly recovered. 
The wound filled in with granulations. After four 
months of further treatment the patient left the 
hospital cured. 

The third case was that of a thirty-six-year-old 
man who presented himself with a phlegmon in the 
gluteal region. In spite of surgical management, 
sepsis with gas gangrene developed. Multiple in- 
cisions were made. A transfusion of 350 c.cm. of 
blood was given, but death occurred two days later. 
The autopsy findings were: gas gangrene phlegmon 
of the right gluteal muscles with extension to the 
contiguous tissues, emboli, abscesses in both lungs, 
fibropurulent and hemorrhagic inflammatory foci 
in the lungs, bilateral fibrinous pleurisy, acute 
dilatation of the heart, and lacunar angina. 

The fourth case was that of a man twenty-five 
years old who sustained severe ski injuries—frac- 
ture of the left zygomatic process, concussion of the 
brain, fracture of the pelvis, and complete disloca- 
tion of the left wrist with tendon and nerve injuries. 
Immediate reduction of the fractures and disloca- 
tion and aseptic treatment of the wounds were done 
and tetanus antitoxin was administered. After a 
time the wounds began to suppurate and sepsis 
followed. Surgical treatment and a transfusion of 
500 c.cm. of group-similar blood was given. The 
patient was discharged cured two months later. 

In conclusion the author says that these severe 
cases of general sepsis appear to emphasize not only 
that blood transfusion is justified in sepsis, but also 
that it is necessary in cases in which surgical and 
general measures have not given satisfactory re- 
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sults. However, it is not to be regarded as a pana- 
cea. Its efficacy in sepsis seems to depend particu- 
larly upon the formation of antibodies in the serum 
of the recipient. An increase in antibodies is shown 
by a considerable increase in the blood titer. (Z). 


Kallius, Ulrich, and Mertenskoetter: The Behavior 
of Bactericides After Blood Transfusion in 
Septic Processes in Animal Experiments (Das 
Verhalten der Bactericidie nach vitalen Bluttrans- 
fusionen bei septischen Prozessen im* Tierexperi- 
ment). Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1933, 
xliii, 419. 

The question of the value of blood transfusion in 
cases of sepsis is answered differently by clinicians 
because of differences of opinion as to what consti- 
tutes sepsis and as to the type and severity of the 
condition. Accurate blood studies for blood group- 
ing and accurate presentations of the clinical picture 
are essential. The authors discuss the effect of sep- 
tic conditions on the blood-forming organs and the 
reticulo-endothelial system. Experiments on ani- 
mals have yielded apparently decisive proof of bac- 
tericidal power of the serum, phagocytosis, and com- 
plement fixation. 

The experimental animals used by the authors 
were rabbits. Two series of experiments were con- 
ducted, one with filtrates of toxic hemolytic staphy- 
lococci and the other with injections of living staphy- 
lococci. The tests of bactericidal power were made on 
the typhoid bacillus. It was shown that only the 
injection of toxic bacterial filtrates was of value as 
it allowed a gradual increase of the toxicity and 
produced a correspondingly gradual increase in the 
severity of the septic picture. The mortality was 
40 per cent. In the second series of experiments 
the pathological picture was more severe and in- 
calculable from the start and terminated more 
quickly and frequently in death. The mortality 
was go per cent. The technique is described in 
detail and the results are shown in tables. 

In order to avoid incorrect conclusions, the fol- 
lowing additional factors were studied: (1) the in- 
fluence of the narcosis; (2) the influence of repeated 
pre-operative small venepunctures to determine the 
bactericidal titer of the blood of the septic animals 
before blood transfusion; (3) the influence of a 
single, large venepuncture just before the blood 
transfusion, a procedure recommended by most 
surgeons for clinical septic cases; and (4) the com- 
patibility of the blood of the rabbit donor and re- 
cipient. 

The results showed that narcosis which increases 
the bactericidal power in normal animals generally 
decreases it in toxic or septic animals. Pernocton 
or somnifen narcosis was used. According to Pfan- 
nenstiel, Eichhoff, and others, ether and chloroform 
narcosis in themselves increase the bactericidal 
power. In the authors’ experiments the addition of 
sodium citrate solution to the donor’s blood had no 
effect and the withdrawal of small quantities of 
blood had no appreciable influence. The determina- 
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tion of phagocytosis according to the method of 
Wright was of no particular value in these studies. 
In neither series of animals were there any appreci- 
able changes in the complement titer after the with- 
drawal of small quantities of blood, large phleboto- 
mies, or blood transfusion. In most of the animals 
given injections of small quantities of toxin there 
was a favorable bactericidal power similar to that 
of normal animals which lasted about forty-eight 
hours. In moderately ill animals the reaction ap- 
peared less quickly and disappeared more quickly. 
Animals which had received large quanties of toxin 
showed a decrease of bactericidal power and never re- 
turned to their former condition. Also in the ani- 
mals injected with living bacteria, the reaction to 
blood transfusion depended on the severity of the 
sepsis. No proof could be obtained that preventive 
substances in the donor’s blood were responsible 
for the favorable influence. It was always a matter 
of irritation by foreign proteins. 

These findings may be applied to the treatment of 
patients. They indicate that in early cases of acute 
septic disease good results can be expected, but in 
advanced cases the results are doubtful. In the 
former, in which the results are always only transi- 
tory, blood transfusion should be done promptly. 
In the latter, transfusion is not only useless, but 
harmful. Franz (Z). 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Mankin, Z. W.: The Clinical Picture, Diagnosis, 
and Pathological Anatomy of Lymphogranu- 
lomatosis on the Basis of the Material of the 
Oncological Institute (Klinik, Diagnostik und 
pathologische Anatomie der Lymphogranulomatose 
auf Grund des Materials des Onkologischen Insti- 
tuts). Arch. f. klin. Chir., 1933, clxxvi, 744. 


One hundred and three cases of lymphogranulo- 
matosis have been observed at the Oncological In- 
stitute in Leningrad. Sixty-two of the patients were 
men and 41 were women. The disease is especially 
frequent between the ages of twenty and fifty years, 
but may occur in infancy and in old age. In the 
cases reviewed, racial and constitutional predis- 
position and the influence of climate could not be 
proved to play a part in its development. It appears 
most often in healthy young persons at the acme of 
their vigor. There is hardly a region of the body or 
an organ which has not been attacked by it. The 
clinical picture is exceedingly variable. The condi- 
tion is found particularly often in the peripheral 
and deep lymph glands, in which it is next in fre- 
quency to tuberculous lymphadenitis. The process 
usually starts in a definite group of glands. In 62 
per cent of the cases reviewed it began in the cervi- 
cal glands. In its further development it may remain 
localized or may spread to other glandular struc- 
tures and from there to other organs and systems 
of the organism. In recent years observations of 
primary localization of lymphogranulomatous foci 
in the mesenteric and retroperitoneal glands have 


been increasing. The average length of the course 
of lymphogranulomatosis is between two and three 
years. Acute cases and those in which the condition 
is present for many years are extremely rare. Zieg- 
lers’s classification into a local, a generalized, and a 
lethal stage does not always correspond to the ob- 
servations of clinical practice. 

The multiplicity of localizations and the variety 
of forms are responsible for a great number of sec- 
ondary manifestations. Therefore the specific symp- 
toms may not be evident. The specific symptoms 
are local and general. Among the latter are changes 
in the blood, the nervous system, the skin, and the 
temperature curve. In all of the reviewed generalized 
cases and cases of far advanced localized processes 
a distinct lymphopenia and monocytosis were found. 
Lymphogranulomatosis is a product of irritation of 
the reticulo-endothelial system and characterized 
histologically by an abundance of reticular elements 
in various stages of development. Wherever lympho- 
granulomatosis is found, polymorphism of reticulo- 
endothelial cell elements is present. These elements 
are not completed forms, and may undergo various 
changes. Some of them change into monocytes of 
the blood and some develop into fibroblasts. The 
latter proliferate to such an extent that they 
cause compression of the lymphoid tissue and 
thereby produce a lymphopenia. Itching of the skin, 
prurigo, bronzing, eczematous eruptions of various 
kinds, wavy variations in the temperature curve, 
periodical alternation of a high temperature of ir- 
regular type with afebrile intervals, unequally firm 
consistency of the involved glands over which the 
skin is usually movable and free from fistulae, a 
glandular involvement which does not appear si- 
multaneously in the different gland groups but pro- 
gresses gradually from one group to another, and, 
finally, the severe clinical course with a fatal termina- 
tion in from two to three years form a very patho- 
gnomonic syndrome. 

The changes in the nervous system may be of a 
general or local character. Those of a general char- 
acter are caused by anemia, malnutrition, and in- 
toxication by the products of the disturbed inter- 
mediate metabolism. The general disturbance of 
the nervous system is manifested by headache, 
nausea, general weakness, depression, and a reluc- 
tance to work. The local nervous disturbances 
depend upon the local pressure caused by the tumors. 
The nervous tissue itself may be the site of the 
lymphogranulomatous process. The generalized 
form is particularly frequent in young persons. 

Of the local forms, the author discusses particu- 
larly lymphogranulomatosis of the bones, gastro- 
intestinal tract, spleen, retroperitoneal glands, and 
mediastinum. In his material there were 7 cases of 
lymphogranulomatosis of bone. In 4, the condition 
involved the sternum; in 2, the pelvis; and 1, the 
spinal column. The simultaneous occurrence of pro- 
ductive-proliferative and destructive changes, which 
is typical of the pathologico-anatomical picture of 
lymphogranulomatosis, is seen with particular clarity 
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in localizations of the disease in bone. Osteolytic as 
well as osteoplastic changes occur, separately or 
combined. In the digestive tract, lymphogranuloma- 
tosis may be observed from the tongue to the rec- 
tum, but its most frequent site is the upper part of 
the small intestine. The intestine and stomach may 
be diseased simultaneously, or the condition may 
be present at the same time in different parts of the 
intestine. The clinical picture of the intestinal form 
may be that of atumorous or an ulcerous process. The 
ulcerous form runsa more malignant and acute course 
than the tumorous form and has more pronounced 
general symptoms. The retroperitoneal glands are 
considerably more rarely the site of primary lympho- 
granulomatosis, but their secondary involvement is 
frequent. Occasionally enlargement of the spleen 
is the most prominent sign of the condition. In 12 
of the cases reviewed there was an exclusive localiza- 
tion of the lymphogranulomatosis; it occurred in 
the lungs (in 2 cases) and in the mediastinum with 
local manifestations. 

Histologically, Mankin distinguishes 3 types, the 
productive-inflammatory, the hyperplastic, and the 


315 


tumor type. Of the first type are the particularly 
typical classical cases which are characterized by 
polymorphism and pleomorphism of the cells and 
the presence of fibrosis. The cell forms take their 
origin from the bone marrow, the parenchyma of 
the lymph nodes, and the reticulo-endothelium. 
They show all transition forms from ordinary re- 
ticulo-endothelial cells through large, free, chroma- 
tin-rich cells to Sternberg giant cells. In the majority 
of cases they are a product of the transformation 
of reticular cells. While their origin can be traced 
just as clearly from the sinus endothelial cells, this 
form of development is of less importance than that 
from the reticulo-endothelium. In the second type, 
hyperplastic changes in the reticulo-endothelium are 
most prominent. The typical Sternberg giant cell 
is developed less often and fibrosis is less marked. 
The third type differs from the others in its be- 
havior toward the surrounding tissue (infiltrating 
and destructive growth), proliferation of only the 
derivatives of the reticular-cell type, systemic 
spread, and longer duration of the disease. 
DrveEcce (Z). 








SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


O’Malley, T. S.: Full-Thickness Skin Grafts in 
Finger Amputations. Wisconsin M. J., 1934, 
XXXill, 337. 

The author advocates the use of a free full-thick- 
ness skin graft to reduce or prevent loss of length of 
the fingers and consequently preserve greater func- 
tion following extensive trauma. The use of such a 
graft is of great value in cases of extensive injury of 
phalanges in which amputation at a higher level 
with sacrifice of joints is often necessary to obtain 
satisfactory stumps and pads. When evulsion of skin 
over a joint proximal to a point of traumatic ampu- 
tation occurs, a free full-thickness graft gives an 
excellent functional result because of the absence of 
appreciable contractures limiting motion of the 
involved joint. The use of such a graft is possible 
also in all cases of traumatic amputations of the 
fingers which are up to six or eight hours old and 
not actually or potentially infected, and in cases 
which have gone on to a state of clean granulation. 

The following rules are stressed: 

1. Cleanse the operative field with soap and water 
followed by ether. 

2. Thoroughly remove contused soft tissues with 
a scalpel rather than with scissors as scissors crush 
the capillaries. 

3. Control bleeding carefully by fine ligatures and 
hot packs. 

4. Avoid making perforations in the graft as this 
lessens the chances of obtaining a complete blood 
supply. 

5. Measure the graft to be taken accurately. 

6. Use grafts from the non-hairy portions of the 
forearm on the same side as the injury. 

7. Remove all fat and expose the papille on the 
under side of the graft. 

8. Use fine needles and non-absorbable inter- 
rupted sutures for approximation. 

g. Maintain an even pressure by means of a 
rubber sponge over the grafted area. 

10. Immobilize the part for five or six days. 

ArtHourR S. W. Tourorr, M.D. 


Lexer: Restoration of the Eyebrows in Extensive 
Scarring of the Face (Ersatz der Augenbrauen 
bei ausgedehnten Gesichtsvernarbungen). Zentralbl. 
f. Chir., 1934, p. 507. 

The author reviews the possibilities of operation 
for restoration of the eyebrows in extensive scarring 
of the face. 

If the scalp is still well covered with hair and is 
not scarred, the simplest method is the transplanta- 
tion of bilateral scalp flaps containing the temporal 


arteries in their pedicles. To avoid the danger of 
necrosis the material for repair must be sufficiently 
ample. After division of the pedicle it can be nar- 
rowed and a symmetrical position and correct size 
of the eyebrows can be easily obtained. With the 
use of the two flaps the hair on each side has an 
outward direction. 

In cases of associated ectropion of the upper lid 
a free skin graft is unnecessary and, because of 
shrinkage on the lax base, inadvisable. It is better 
to make an arched incision above the orbital ridge 
and push the liberated skin downward. In this way 
a sufficiently wide covering for the upper lid can 
be obtained. The hairy flap comes to lie in the re- 
sulting defect. If pushing down of the skin is not 
sufficient, a correspondingly wide strip of hairless 
skin should be left at the lower edge of each flap 
formed from the hairline for the replacement of the 
eyebrows. 

If the scalp is extensively scarred and a creeping 
flap from a hairy area on one side of the back of 
the head must be used for both eyebrows, an out- 
ward direction of the hairs can be obtained by first 
attaching the tip of the flap in the middle of the 
forehead and then, by splitting the lower part 
lengthwise, separating it for the replacement of the 
two brows. After attachment, the pedicle can be 
brought down into the proper position for healing 
and the correct direction of the hair. 

H. Gross (Z) 


Podleschka, K.: Clinicostatistical Contributions 
on the Question of Embolism and Thrombosis 
(Klinisch-statistiche Beitraege zur Frage der Em- 
bolie und Thrombose). Monatsschr. f. Geburtsh. u. 
Gynaek., 1933, XCV, 237. 


The author has studied the entire gynecological 
material of the University Gynecological Clinic at 
Prague for the years from 1920 to 1931 inclusive 
according to the rules which Payr proposed in 1930 
for the compilation of statistics. However, while 
Payr contended that only cases of thrombosis 
proved by autopsy should be counted, the author in- 
cluded also cases which were diagnosed on a purely 
clinical basis. The incidence of thrombosis thus cal- 
culated was 356 cases (1.44 per cent), and that of 
embolism, 86 cases (0.35 per cent). The incidence 
of thrombosis was highest in the year 1924, whereas 
that of embolism was highest in the years 1926 and 
1928. The incidence of both complications was low- 
est in the years 1927 and 1930. In the individual 
years the number of cases of embolism was in gen- 
eral comparable to the number of cases of throm- 
bosis. The yearly curve for thrombosis and em- 
bolism proved at autopsy showed a remarkable resem- 
blance to the annual curve for the entire material. 
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In the years 1920 and 1931, thrombosis and em- 
bolism occurred with approximately equal fre- 
quency. The variations in the interval between 
these two years may well have been due to a tran- 
sitory involuntary selection of predisposed indi- 
viduals (Nuernberger). Three-fourths of the total 
number of thromboses and embolisms were post- 
operative. In the cases of thrombosis the annual 
variations calculated on the basis of the number of 
operations ranged from 2.69 per cent in 1927 to 5.67 
per cent in 1929, and in the cases of embolism it 
ranged from 0.59 per cent in 1927 to 1.86 per cent 
in 1928. The thrombosis curve for the individual 
vears in the cases treated conservatively (including 
those in which minor gynecological operations were 
done) took a course quite different from that of the 
curve for the surgically treated cases, a fact indicat- 
ing that the yearly variations were determined by 
accidental factors. 

The incidence of thrombosis in conservatively 
treated cases during the entire twelve years calcu- 
lated on the basis of the number of cases treated 
was 0.51 per cent, and that of postoperative throm- 
bosis was 4.1 per cent. The corresponding figures 
for embolism were 0.12 and 1.0 per cent. The ratio 
of embolism to thrombosis was 1:4 in both the sur- 
gically treated and the conservatively treated cases 
and showed little variation in the individual years. 
Of the 86 emboli, 45 per cent had their origin in the 
large veins of the lower extremities, 26 per cent in 
the pelvic veins, and 5 per cent in the region of the 
ovarian veins. 

Of the patients subjected to laparotomy, the in- 
cidence of thrombosis and embolism was highest in 
those in which dissection and ligation had been done 
in the parametrium. Of the patients who were sub- 
jected to a vaginal operation, these complications 
were most common in those subjected to an opera- 
tion in the region of the vulva and parametrium. 
The author attributes the less frequent occurrence 
of thrombosis after vaginal operations to theedif- 
ference in the indications for operation, as in the 
cases in which laparotomy was done the condition 
was usually more serious from the beginning. Em- 
bolism occurred with about equal frequency after 
both types of operative procedure. Mentioned in 
order of decreasing frequency, postoperative throm- 
bosis was most common in cases of carcinoma of the 
vulva, malignant tumors of the corpus of the uterus, 
the ovary, and the cervix, and myoma of the uterus. 
Its frequency in cases of myoma is attributed by the 
author to the variable difficulty of the operation for 
this condition rather than to an influence of the 
basic disease. Embolism was also most frequent 
after operations for malignant tumors. In the con- 
servatively treated cases most of the thromboses 
developed on a septic basis. The patient’s age per se 
was apparently not a factor in the formation of the 
thrombi. 

Seventy per cent of the thromboses and em- 
bolisms were diagnosed during life. The others 
were found at autopsy. Of the 250 which were diag- 
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nosed, only 3 were localized in the true pelvis, 
whereas of the 106 which were not diagnosed, 71 
were in the true pelvis. In 4.2 per cent of the cases 
the typical Mahler sign was present, and in another 
4.2 per cent it was suggested. Thrombosis of the 
extremities occurred with considerably greater fre- 
quency on the left side than on the right side. Fifty- 
three per cent of the embolisms were the primary 
cause of death, 22 per cent were followed by recov- 
ery, and 25 per cent were only an accidental finding 
at autopsy. 

Prophylaxis was limited to the administration of 
cardiac stimulants. The patients were allowed to 
get out of bed approximately one week after opera- 
tion. In the cases in which thrombosis had already 
occurred, movement was not permitted until four- 
teen days after the thrombus had become localized. 

Several patients who presented symptoms of 
thrombosis before operation were kept under obser- 
vation for a month ‘or longer until it was certain 
that the thrombus formation did not progress. In 
these cases the thrombus formation remained sta- 
tionary also after the operation. In cases in which 
embolism had occurred no cardiac stimulants were 
administered. 

BuETTNER (G). 


Potter, P. C.: The Relation of Postoperative Para- 
lytic Ileus to Mortality in Acute Appendicitis. 
Ann. Surg., 1934, xcix, 985. 


Potter studied cases of acute appendicitis, with 
and without peritonitis, to determine the immediate 
cause of death and to devise means for the preven- 
tion of complications which might have a direct 
bearing on the mortality. The highest mortality 
was found in the cases with diffuse peritonitis. In 
these, a frequent cause of death was paralytic ileus. 
For the prevention of this complication Potter 
recommends intramuscular injections of pituitrin 
(pitressin). He states that the initial dose must be 
given in the absence of distention of the intestine. 
Hence, when general anesthesia is employed the 
first dose is given at the beginning of the operation. 
The administration of pitressin must be continued 
at regular intervals throughout the ‘‘hypotonic 
period.” No cathartics or enemas are administered 
until the administration of pitressin has been dis- 
continued. Following the final dose, a colon irriga- 
tion is ordered. 

In 112 cases of appendicitis reviewed by Potter 
there was no instance of paralytic ileus. 

Jacos M. Mora, M.D. 


Calzolari, T.: Postoperative Hyperazotemia and 
Hypochlorzemia (Iperazotemie ed _ ipocloremie 
postoperatorie). Policlin., Rome, 1934, xli, sez. 
chir. 157. 

Calzolari studied the changes in the concentra- 
tion of urea and chlorides in the blood following 
operation. He found that they were related to the 
lesion for which the operation was performed and 
the type of surgical procedure. The concentrations 
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began to change at various intervals after the opera- 
tion and reached their maximum at about the fifth 
postoperative day. In the favorable cases there was 
then a gradual return to normal. 

The increase in the blood urea varied from o.11 
to o.50 gm. This was always well tolerated, the 
patient showing no clinical symptoms of uremia. 
Coincident with it there was an increase in the ex- 
cretion of urea in the urine, often from two to four 
times the normal amount. Because of the increased 
urea excretion, the author believes that the high 
blood urea is due to an exaggerated urogenesis re- 
sulting from cellular disintegration in the operative 
field rather than to renal dysfunction. 

A decrease in the blood chlorides was a more or 
less constant observation. Calzolari studied the 
relative changes of the chlorides of the plasma and 
the blood cells. The changes in concentration were 
more constant and the variations from the normal 
were greater in the globulin chlorides than in the 
plasma chlorides. Normally, the concentration of 
plasma chlorides is about two times that of the 
globulin chlorides. The determination of this ratio 
gives a more accurate conception of the relative 
dechlorinization. The excretion of chlorides in the 
urine decreases during the early part of the post- 
operative period, but gradually returns to normal 
later. 

The author reports good results from the post- 
operative administration of sodium chloride. 

Peter A. Rost, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Deicke, H.: Tendovaginal Panaritia of the Hand, 
Their Treatment and Ultimate Fate (Sehnen- 
scheidenpanaritien der Hand, ihre Behandlung und 
ihr Spaetschicksal). Beitr. s. klin. Chir., 1933, 
clviii, 461. 

This report is based on 200 cases of tendovaginal 
panaritia observed clinically at the Surgical Clinic in 
Leipzig which were referred by the Polyclinic or by 
general practitioners, most of them after the devel- 
opment of complications. The cases were of a 
serious nature. The majority were followed up to 
determine the functional results. In only 23.5 per 
cent were no injuries reported as the cause of the 
development of the panaritium. The most common 
cause was an apparently insignificant injury with 
very little or no bleeding. The preclinical duration 
of the inflammation averaged seven and a half days. 
Perforation into the tendon sheath was characterized 
in many cases by increased tenderness and a rise in 
the temperature, and sometimes by chills. On bac- 
teriological examination, which was carried out only 
in the more severe cases, streptococci were found in 
72 per cent of the cases and staphylococci in only 29 
per cent. The point of origin was the thumb or the 
radial bursa in 63 cases, the index finger in 33, the 
middle finger in 51, the ring finger in 19, and the 
little finger or the ulnar bursa in 29. One hundred 


and one of the patients were males. The ratio of in- 
volvement of the right hand to involvement of the 
left hand was 113:87. 

The diagnosis of tendovaginal panaritium is based 
on active stiffening of the involved finger in a slightly 
flexed position, frequently severe pain on attempts 
at passive movement, and, finally, circumscribed 
tenderness to pressure made along the affected ten- 
don with a probe. Swelling, redness, and fluctuation 
may be absent. (Edema on the dorsal aspect of the 
hand may be misleading as to the site of involve- 
ment. Frequently ‘there is a lymphangeitis. This 
occurred in 42 of the 200 cases reviewed. With 
spread of the condition to the synovial sacs or the 
palmar spaces there is renewed fever with marked 
oedema of the back of the hand and extension of the 
tenderness elicited by pressure. Among 129 (64.5 
per cent) of the phlegmons reviewed there were 40 
volar phlegmons, 27 of which originated apparently 
from the thumb or radial bursa, 9 from the little 
finger or the ulnar bursa, and 4 from the palmar 
spaces. 

The later function of the finger depends to a great 
extent upon whether it is possible to keep the tendon 
intact or not. Osseous panaritia and articular pana- 
ritia have an unfavorable prognosis as regards later 
functional capacity. Empyema of the wrist joint is 
still more serious. A complication of streptococcal 
suppurations is secondary erysipelas. This occurred 
in 13 of the cases reviewed. When suppuration per- 
sists for a long time hemorrhages due to erosion and 
metastatic abscess formations may result with the 
development of a pyemic condition. 

Chief among the other general diseases is diabetes. 
The presence of syringomyelia is of importance be- 
cause, on account of their analgesia to injuries of 
the fingers, patients with this condition become 
aware of such injuries only after alarming symptoms 
have developed. 

The treatment of tendovaginal panaritia of the 
hand consists of bilateral lateral incision with pres- 
ervation of the annular ligaments. Much depends 
upon early opening of the tendon sheaths. With it, 
careful irrigation with sodium chloride or rivanol 
solution may be beneficial. Suspension is hardly 
ever done, and splints are no longer employed. 
Active-motion exercises should be carried out 
early. Phlegmons of the palm require extensive in- 
cisions. 

The total mortality in the cases reviewed was 8 
per cent. This includes the deaths of 5 patients with 
septicopyemia. The average age of all patients was 
thirty-seven years; that of patients with panaritia, 
thirty-one and six-tenths years; that of patients with 
phlegmons, forty years; and that of patients who 
died, fifty-eight and six-tenths years. Therefore 
the prognosis becomes more grave with advancing 
age. 

Of the phlegmons, 20.9 per cent healed well, 13.9 
per cent healed moderately well, and 65.9 per cent 
healed poorly. The mortality due to phlegmons was 
11.6 per cent. The results were considerably better 
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in cases of simple tendovaginal panaritia, of which 
there were 71. Of these, ultimate function was good 
in 46.5 per cent, less satisfactory in 29.6 per cent, 
and fair in 23.9 per cent. In the cases with the better 
results the after-treatment was continued corre- 
spondingly longer. The co-operation of the patient 
is of great importance for a good result. In the 
majority of the cases reviewed by the author com- 
pensation of from ro to 20 per cent, and in the cases 
of more severe injuries—those of phlegmon—com- 
pensation of from 40 to 60 per cent was awarded. 
Bopke (Z). 


Brattstrém, E.: Some Results of Vaccine Therapy 
in Acute Pyogenic Infections (Quelques résultats 
de la vaccinothérapie dans les infections pyogénes 
aigués). Acta chirurg. Scand., 1934, |xxiv, 296. 


Of seven cases of puerperal infection and six of 
acute pyogenic infection due to a cause other than 
obstetrical infection non-specific vaccine therapy was 
followed by cure in nine and death in four. The results 
were best in the cases of puerperal infection. The vac- 
cine used was a colon bacillus vaccine. The effect of 
autogenous vaccines is also to be included with non- 
specific therapy, the action of which is still obscure. 
The method used by the author is described in de- 
tail. Attention is called to the superiority of in- 
travenous injections over intramuscular and sub- 
cutaneous injections. 
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ANZSTHESIA 


Downs, T. McK: The Carotid Sinus as an Etiolog- 
ical Factor in Sudden Anesthetic Death. 
Ann, Surg., 1934, XCix, 974. 


Downs discusses the occurrence of sudden respir- 
atory failure in nitrous oxide-oxygen anesthesia. 
Bearing in mind the réle played by the carotid sinus 
in the regulation of blood pressure and the effect on 
respiration of afferent impulses coming from that 
organ, he carried out experiments in which he caused 
sudden arrest of respiration by stimulating the caro- 
tid sinuses in various ways. On the basis of his find- 
ings he concludes that in nitrous oxide-oxygen anexs- 
thesia pressure on the carotid sinus must be scrupu- 
lously avoided. He states that in holding the gas 
mask tightly to the face the anesthetist makes con- 
siderable pressure, and to hold the angle of the jaw 
forward he often hooks his fingers on the angle of the 
jaw. Just behind the angle is the dangerous point. 
Downs believes that pressure of this kind may be a 
factor in the sudden arrest of respiration. 

Since it has been shown that ether diminishes the 
sensitivity of the sinus, the addition of ether to the 
gases not only stimulates respiration but decreases 
the effect of pressure produced accidentally. In case 
of respiratory failure, mechanical artificial respira- 
tion offers the best promise of a successful outcome. 
Drugs are useless. Jacos M. Mora, M.D. 
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ROENTGENOLOGY 


Meldolesi, G., and Coari, L.: Thorium Oxide as a 
Contrast Medium for Study of the Lymphatics 
in Roentgen Diagnosis (L’ossido di torio come 
mezzo di contrasto in radiodiagnostica per lo studio 
delle vie linfatiche). Radiol. med., 1934, xxi, 522. 


The authors report studies of the effects on rabbits 
and dogs of injections of 25 per cent colloidal thorium 
oxide which were made to obtain information re- 
garding the distribution of the lymphatics, the 
retention and elimination of the medium, and the 
histological changes it produced in normal organs. 
The dosage was proportional to the weight of the 
animal. 

They found that thorium introduced into the 
splanchnic cavity or into the superficial tissues by 
either subcutaneous or intramuscular injection is 
eliminated by the lymphatics, rendering the latter 
opaque and causing histological changes. By such 
injections it is possible, in experimental animals, to 
demonstrate the lymphatic connections between the 
abdominal and thoracic cavities and between these 
cavities and the tributary lymphatics. Some of the 
lymphatics are rendered visible more easily than 
others, probably because of differences in their 
permeability and the direction and rapidity of their 
currents. The findings also showed clearly the 
possibility of the passage of opaque substances from 
the abdominal to the thoracic cavity, to the retro- 
sternal and cervical lymphatics. The authors be- 
lieve that Ruggeri and Zenetti failed to observe this 
passage because their animals were not under ob- 
servation for a sufficiently long time. 

Following intraperitoneal injections of the thorium 
the authors were able to demonstrate the outlines of 
various abdominal organs. However, because of the 
severity of the reaction produced in the peritoneal 
serosa, they are unwilling as yet to recommend the 
application of the method to man. They noted also 
that thorium may accumulate in appreciable 
quantities in the pelvis. 

In their investigations of the effect of injections 
into the pleural cavity they were unable completely 
to confirm the observations of Caprea. In dogs they 
demonstrated the passage of the thorium from one 
pleura to the other. They were able also to obtain 
images of the pericardium, doubtless because of the 
lymphatics present in this structure. However, they 
state that in dogs there is sometimes a communica- 
tion between the pleural cavities, and therefore the 
passage of thorium from the pleural to the peritoneal 
cavity is uncertain or at least much less definite than 
its passage in the reverse direction. 

They observed also the passage of thorium into 
the peribronchial lymphatics, as did Ruggeri and 


Zanetti, but they noted it much less frequently 
(only two or three times) and only after injection 
into the parenchyma of the lung. Following injec- 
tion into the pleural cavity they observed almost 
constant invasion of the retrosternal lymphatics. 
The latter can be differentiated from the peri- 
bronchial lymphatics only by roentgenographic 
study in the lateral view. 

The authors’ histological findings confirmed in 
general those previously reported. They demon- 
strated that in passing through the lymphatics the 
thorium does not go along in the current but is en- 
capsulated. They showed the formation of special 
cells (thorium cells) which are collected in the serosa, 
lymphatics, and lymph nodes, and in organs con- 
taining many reticulo-endothelial elements. They 
revealed also the occurrence of phagocytosis in the 
mesenchymal cells and the cells of the serosa, which 
was observed by Ruggeri and Zanetti. In rabbits, 
thorium injected into the various splanchnic cavities 
produced severe histological changes, even when the 
doses were small. In dogs, the histological changes 
were less marked. EvucEneE T. Leppy, M.D, 


Bell., J. C.: The Roentgen Ray as an Aid in the 
Diagnosis of Disease of the Nasal Accessory 
Sinuses. Radiology, 1934, xxii, 521. 


The author discusses roentgen examination in the 
diagnosis of disease of the nasal accessory sinuses 
from the standpoint of technique and interpreta- 
tion. He routinely uses the frontal, Granger, 
lateral, axial, and stereoscopic Waters positions. 
He describes these positions with the aid of illus- 
trations and presents roentgenograms showing the 
findings. He calls attention to the changes each 
group of sinuses may show normally and in various 
disease conditions. He believes that the use of 
opaque media is of most value in antral examinations 
and offers mainly confirmatory evidence of disease 
which is usually apparent in the plain film. He 
emphasizes the need for careful technique and 
detailed study to obtain the full advantages of this 
method of examination. The article contains 
numerous roentgenograms showing the findings in 
various types of disease conditions. 

Apvotrpa Hartune, M.D. 


Kadrinka, S., and Naz, E.: The Results of Roentgen 
Diagnosis of the Stomach by the Method of 
Outlining the Internal Relief (Résultats actuels 
du radio-diagnostic de l’estomac par la méthode du 
moulage du relief interne). J. de chir., 1934, xiii, 
824. 

The method discussed, which was developed on 
the basis of the work of Forssell and Berg, consists 
in covering the gastric mucosa with a thin layer of 
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contrast medium to render visible the internal re- 
lief of the stomach. While its clinical application is 
difficult, it offers greater possibilities than the clas- 
sical method of study. It has been employed by the 
authors over a period of more than five years. To 
determine its value, the findings were checkedin 
each case with the findings obtained by the classical 
method and, when possible, by those obtained at 
operation. The studies were carried out in cases of 
gastric ulcer and benign and malignant gastric tu- 
mors. 

The findings and conclusions are summarized as 
follows: 

1. In cases of gastric affections, roentgen study 
of the internal relief of the stomach supplements the 
classical method of examination. 

2. Benign forms of gastritis are accompanied by 
distinct and characteristic macroscopic changes in 
the relief of the gastric mucosa. This is true in hyper- 
plastic gastritis as well as in the less common 
nodular-hyperplastic forms with pseudo-polyp for- 
mations. In the ordinary forms of gastritis the 
changes in the relief, which depend on the mucous 
layer, are less distinct and in some cases may escape 
detection. Variations in the direction, caliber, am- 
plitude, and sinuosity of the folds and the distance 
between neighboring folds are manifestations of 
gastritis, but do not necessarily represent a special 
histopathological form. In some cases it is difficult 
to determine whether a hyperplastic appearance of 
the folds is due to an inflammatory congestion or 
to abnormal turgescence of the mucosa. Frequently 
there is observed a spotted surface which is due to 
a hypersecretion of mucus creating a faulty surface. 

3. An ulcer of the surface and a peptic ulcer be- 
low a gastro-entero-anastomosis may present the 
same appearance as in the classical method of study. 
The crater of the ulcers appears as a round pouch 
with well-defined borders surrounded by a negative 
transparent lunar or semilunar region suggesting a 
cockade. 

4. The mucous folds converge toward the crater 
in the shape of a star. At times they are deviated 
below the level of the ulcer. More rarely, they are 
elevated above the ulcer. 

5. The deviation of the folds produces a slight 
invagination of the borders of the ulcer which is not 
demonstrable by the classical method. 

6. The characteristic changes of gastritis accom- 
panying an ulcer are commonly observed. 

7. The method is of value for the study of cer- 
tain tumors which are not revealed by the classical 
method—tumors in the initial stage of their macro- 
scopic development, exuberant tumors, the endo- 
gastric form of sarcoma, benign tumors, and lateral 
carcinoma. 

8. In cases of lesions which, because of their size 
or position, cannot be visualized by the classical 
method, the appearance of the internal gastric relief 
yields important information regarding the surface 
and depth extension of the lesions and their relation 
to neighboring structures. A. ScHwartzMAN, M.D. 


321 


Bistolfi, S.: More Complete Roentgen Demonstra- 
tion of the Duodenal Bulb by Means of an 
Opaque Evening Meal for Control (Per una pid 
completa dimonstrabilita radiologica del bulbo duo- 
denale: il pasto opaco serale di controllo). Radiol. 
med., 1934, XXi, 495. 


The procedure described was first suggested to 
Bistolfi by Maragliano who noted that when a 
fluoroscopic examination of the stomach was made 
in the afternoon at about 4 or 5 o’clock, at the 
termination of a normal gastric digestion period, 
visibility of the duodenum and good filling of the 
bulb were obtained more easily and frequently than 
when the examination was made in the morning. 
In this article Bistolfi reports a comparison of the 
findings of morning and afternoon fluoroscopic 
examinations in the cases of 40 normal persons and 
397 persons with pathological conditions. 

In the cases of 2 normal persons the second exami- 
nation showed no difference. In those of 3, it showed 
better filling of the bulb but no difference in the 
tonus or emptying time of the stomach. In the 
cases of 24 it showed better filling of the bulb with 
marked hypotonia of the bulb and stomach which 
prolonged the emptying time by from one-half to 
one hours. The best results were obtained with the 


patient in the dorsoventral or right semilateral 
position. 

In 2 cases of carcinoma of the cesophagus and in 
19 of carcinoma of the stomach no difference was 
apparent in the findings of the 2 examinations. Of 
22 cases of peptic ulcer of the stomach in which the 
diagnosis was verified by operation, the majority 


showed no difference, but in a few the second 
examination was slightly more satisfactory. The 
findings of the 2 examinations were about the same 
also in the majority of 113 cases of ulcer of the duo- 
denal bulb, but in 20 cases the second examination 
showed definitely better filling of the bulb and more 
accurate localization and delimitation of the process. 
The second examination was more satisfactory also 
in the remaining cases which represented extra- 
gastric lesions. 

The author discusses the advantages and dis- 
advantages of the procedure. A. Louis Rost, M.D. 


Pohle, E. A., and Ritchie, G.: Histological Studies 
of the Liver, Spleen, and Bone Marrow in Rab- 
bits Following the Intravenous Injection of 
Thorium Dioxide. Am. J. Roentgenol., 1934, xxxi, 
512. 


The authors report experiments in which thorium 
dioxide (thorotrast) was injected undiluted into the 
ear veins of rabbits. The dose varied from 0.25 to 
1 c.cm. per kilogram of body weight. Over 80 
rabbits were used. Ten of them died within ten 
hours after the injection, 4 lived two days, and 1 
lived thirty-seven days. Six rabbits were given 5 
c.cm. per kilogram and tolerated it well. In ex- 
periments on 15 dogs 10 c.cm. per kilogram, or 20 
times the dose required for satisfactory roentgeno- 
grams, were given. These resulted in most remark- 
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able visualization of the entire circulatory system 
in VIVO. 

The roentgen and histological findings are reported 
in detail with roentgenograms and photomicrographs 
of the liver, spleen, and bone marrow. 

Visualization of the liver and spleen of the rabbit 
in a roentgenogram was obtained after the intra- 
venous injection of from 0.5 to 1 c.cm. of thorotrast 
per kilogram of body weight. This amount was 
tolerated without evidence of immediate injury. 

The radiopacity was manifested from fifteen to 
forty-five minutes after the injection. In the spleen 
it persisted without noticeable reduction in density 
for as long as four hundred and ninety-three days, 
the longest period of observation in the experi- 
ments. The authors state that as serial roentgeno- 
grams demonstrated that the shape and position 
of the spleen undergo many variations, any changes 
in the size of the spleen under the influence of an 
artificial stimulus should be interpreted with care. 

The thorotrast was seen in the reticulo-endothelial 
cells of the liver, spleen, and bone marrow, and was 
scattered in fine granules throughout the liver cells. 
The early changes in the liver were hydropic de- 
generation, oedema of the portal spaces, and dilata- 
tion of the periportal lymphatics. Later, recovery 
from the hydropic degeneration usually occurred 
and there was a slight but definite increase in con- 
nective tissue. In the spleen, an early change sim- 
ulating acute splenic tumor occurred and in the 
majority of cases was followed later by slight 
fibrosis. In the bone marrow there was early hyper- 
plasis which was eventually followed by exhaustion 
manifested by partial disappearance of the blood- 
forming centers and serous atrophy of the fat. 

In conclusion the authors recommend restriction 
oi the intravenous injection of thorotrast for diag- 
nostic purposes in the cases of incurable patients 
until evidence based on studies in clinical cases has 
demonstrated without doubt that the changes they 
observed in animals are not significant. 

Cart R. SternkeE, M.D. 


Leucutia, T., and Corrigan, K. E.: The Present 
Status of Roentgen Therapy with Voltages 
Above 200 Kv. Am. J. Roentgenol., 1934, xxxi, 628. 


The purpose of this article is to consider the vari- 
ous types of high-voltage outfits above a peak of 200 
kv. from the engineering standpoint and to discuss 
their medical value on the basis of physical, biologi- 
cal, and clinical observations. 

The authors first describe at considerable length 
the different types of emitting source or tube de- 
signs, including sealed vacuum tubes and open tubes 
operating with a pump. They then discuss the 
energizing source or high-voltage plant construction. 
They state that in the main the generators serving 
for the energization of the sealed vacuum roentgen 
tubes up to 4oo kv. are built on the same principles 
as those used for tubes of 200 kv. Those used in con- 
nection with tubes running on continuous pumping 
necessitate some innovations of construction. The 


three main types of high-tension generators de- 
scribed are the induction coil, the alternating current 
cascaded transformer, and the direct constant po- 
tential cascaded transformer. Consideration is given 
also to several other types of sources which already 
are, or promise to be, applicable in this field. In 
addition to the heavier lead protection which is nec- 
essary both around the tube and in the walls of the 
treatment room, special architectural problems arise 
where a pumping system is used. 

With regard to medical application, the thera- 
peutic effect of roentgen rays above 200 kv. is 
analyzed from the standpoints of: (1) their physical 
state at the point of action; (2) the biological reac- 
tions of the tissues; and (3) the clinical response of 
the lesion. In all instances the governing factors re- 
main: (1) the quality, (2) the quantity, and (3) the 
energy, or amount absorbed. 

Quality determinations require spectometry, ab- 
sorption measurements, and voltage measurements. 
These are discussed in detail in relation to 200 kv. 
and higher voltages. Quantity determinations are 
based on ionization measurements. As with lower 
voltages, the r unit serves as a basis. Energy- 
absorption problems include determination of the 
percentage depth dose and estimation of the sur- 
face back-scattering. Both of these are discussed at 
some length. 

With regard to the biological effects of higher volt- 
age roentgen rays the authors state that if a differ- 
entiation is made between the “‘selective’”’ and 
“‘differential”’ biological effect as explained by them, 
the higher voltages produce little or no change in 
connection with selectivity but a proportionately 
greater biological effect with decreasing wave length. 
Biological doses are calculated from the reaction of 
the skin as indicated by an erythema or the reaction 
of the tissues around an irradiated tumor as, for ex- 
ample, in the mucosa of cavities or organs adjacent 
to irradiated areas. The skin erythema seems to 
present some difference of appearance at the higher 
voltages and requires increasing r units for its pro- 
duction as the voltage is raised. 

Advantages of the higher voltages in connection 
with clinical application seem to be indicated by: 
(1) the increase of the differential action, (2) the in- 
crease of the total energy which can be delivered to 
obtain an erythema, and (3) the increase of the 
depth dose with increasing voltages. Because of 
these differences the clinical responses and immedi- 
ate results in the treatment of malignant tumors will 
be improved as a larger amount of irradiation may 
be administered to deep tumors with less injury to 
the skin and overlying tissues and more uniform ir- 
radiation of the tumor as a whole. Cross-firing is 
markedly simplified, a smaller number of portals 
being necessary to produce the desired effect. How- 
ever, even with the improvement in results, super- 
high voltage therapy does not promise to solve the 
cancer problem as a whole. While recalcitrant tu- 
mors may show some degree of improvement in their 
response, most of them will remain intractable. 
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According to the procedure proposed by the au- 
thors for the prescribing of irradiation in a given 
case the quality of the irradiation is expressed in 
equivalent volts read from the curve of a prepared 
chart which is included in the article after determi- 
nation, under the precautions indicated, of the half- 
value layer in water or aluminum with the tube 
operated at the desired voltage and the filter in place. 
‘he dose is prescribed in terms of a skin erythema or 
skin unit dose, the number of roentgens necessary to 
produce that erythema at any particular equivalent 
voltage being read from the curve of another chart, 
which is also included in the article. The total 
vnount of irradiation which must be given to a tu- 
mor or lesion is then determined—in percentage of a 
skin unit dose—by the usual cross-firing procedures, 
»y taking into consideration the range of the equiva- 
lent voltage used, the depth dose at the level of the 
tumor, and the amount of back-scattering on the 
sirface of the skin with fields of various sizes. If 
mixed irradiation is used, which the authors believe 
to be of decided advantage, the individual dose for 
cach type of irradiation is calculated separately in 
percentage of a skin unit dose for that particular 
equivalent voltage and the individual fractions are 
added to make up the total dose. Precise values for 
every particular instance must be determined on the 
basis of clinical findings from personal observation. 

ApotpH Hartune, M.D. 


Christensen, L. O.: Clinical Roentgen-Ray Effects 
from the Standpoint of Their Influence upon 
the Germ Cells (Klinische Roentgenwirkung 
vom Standpunkt der Keimzellenbeeinflussung). 
Hosp.-Tid., 1933, P- 1137. 


This is a detailed review of the problem of injury 
of embryonal and germ cells by roentgen and radium 
rays based on 120 reports collected from the world 
literature. Investigations carried out on plants, 
insects, and mammals are critically examined. The 
author discusses also the differences of opinion which 
have arisen between students of heredity and gen- 
eral practitioners, especially the gynecologists, and 
the opinions expressed especially at the session of 
the Bavarian Society of Obstetrics and Gynecology 
held in September, 1931. In this connection he 
states that it is not difficult to recognize the fact that, 
to a certain degree, both groups are correct. It is 
evident that the results of the effect of roentgen and 
radium irradiation on the germ cells demand the 
greatest caution on the part of clinicians. Whether, 
on the other hand, the students of heredity had the 
right to lay down rules for the clinical use of the 
roentgen rays is another matter. For the solution of 
these problems investigations have been carried out 
in all quarters. 

The problem of damage to human germ cells still 
lacks the necessary fundamentals. Clinicostatistical 
material is still insufficient for positive conclusions 
and can furnish no information regarding recessive 
mutations. Moreover, this material should not be 
increased as expériments on man are not justified. 
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The exact experimental irradiation genetics based 
on experiments on plants and the lower animals has 
fulfilled its purpose. From the clinical standpoint 
nothing more of importance can be expected from 
this source. The question is only: To what degree 
can the findings be applied to conditions in man? 
The one possibility for the solution of the problem 
lies in experiments on mammals. Previous publica- 
tions on experiments on mammalian animals with 
regard to mutation are of very limited value. 
According to the estimate of Hertwig, proof of a 
mutation of 1 per cent requires 50,000 animals up to 
the third generation. Moreover the spontaneous 
mutations of the particular species of animal must 
be known. 

In his first investigations of the offspring of 
roentgen-rayed white mice the author found a very 
characteristic and frequent retinal anomaly 
absence of the neuro-epithelial layer, which reduced 
the thickness of the retina by half. This abnormality, 
among others, was described also by Keeler. Hered- 
ity is regularly recessive. Of 264 animals of 4 
different Danish mouse breeders, the author found 
a manifest abnormality in 50 (19 per cent). 

SAENGER (G). 


Attilj, S.: Roentgen Therapy of Tuberculous 
Laryngitis and Chronic Tonsillitis (La roent- 
genterapia delle laringiti tubercolari e delle tonsilliti 
croniche). Radiol. med., 1934, xxi, 224. 


Attilj reports briefly thirteen cases of tuberculous 
laryngitis and five cases of chronic tonsillitis which 
were treated by roentgen irradiation with excellent 
results. Some of the disturbances due to the tuber- 
culous laryngitis, particularly the dysphagia and 
dysphonia, subsided almost immediately. In all 
cases the laryngeal lesions showed a regression, and 
in four they disappeared completely. In two cases 
the general condition grew worse because of advance 
of the pulmonary disease. The author believes that 
all forms of tuberculous laryngitis can be benefited 
by roentgen treatment although the prognosis is not 
equally good in every type. The results are most 
satisfactory in cases of the paretic-congestive syn- 
drome with infiltration limited to the true or false 
cords and the posterior third of the larynx. Im- 
provement is less in cases of the diffuse, oedematous 
form, and least in cases with extensive ulceration. 
The few laryngologists who have tried roentgen 
therapy for tuberculous laryngitis agree that it is 
the best form of treatment available today. 

The use of roentgen irradiation for chronic ton- 
sillitis is of more recent origin and less widely recog- 
nized. All of Attilj’s cases were complicated by renal 
changes manifested by the appearance of albumin 
and casts in the urine. The treatment was directed 
toward all of Waldeyer’s ring. The effect on both 
the tonsillar and the renal condition was immediate 
and permanent. Especially in the cases of children, 
irradiation is the method of choice. 

A number of references to recent Italian, French, 
and German reports are given. M. E. Morse, M.D. 
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Bloodgood, J. C.: Further Experience as to the 
Value of Pre-Operative Irradiation with X- 
Rays or Radium and with Pre- and Post- 
Biopsy Irradiation While Submitting the Sec- 
tions to a Number of Experienced Surgical 
Pathologists. Radiology, 1934, xxii, 651. 


Pre-operative and prebiopsy irradiation in cancer 
of the breast have been widely accepted, but the 
author believes that postoperative and postbiopsy 
irradiation should be the exception rather than the 
rule. Keynes’ method of treating inoperable can- 
cer of the breast by interstitial radium-salt needles 
was observed by him in 1931. He concludes that 
without doubt a number of the patients so treated 
are Clinically well and free from recurrence today, at 
the end of two or three years. 

For the use of the X-rays and radium as a pre- 
operative and prebiopsy measure, Bloodgood has 
established certain definite rules. He gives all recur- 
rent tumors a thorough course of irradiation in some 
form. He is convinced that irradiation treatment 
should be considered for all recurrent small skin can- 
cers, especially those of the face. He cites an in- 
stance in which, nine years previously, a lesion about 
the size of a ten cent piece, which was diagnosed as a 
primary basal-cell cancer, was excised with a suffi- 
cient margin, but after eight years an ulcer formed 
which did not yield to simpler measures. He recom- 
mends that irradiation be given first instead of op- 
erative treatment. As his experience indicates that 
the chances of permanent cure are better when 
irradiation is employed, he recommends the use of 
irradiation for all recurrent tumors. 

Bloodgood cites also a case of adamantine carci- 
noma of the body of the jaw in which a second re- 
currence was treated by irradiation with complete 
disappearance of the tumor and cessation of the 
symptoms. In this case almost twenty years had 
elapsed since the first tumor was curetted. Thor- 
ough treatment according to the Coutard technique 
was followed by immediate relief of the pain and 
tenderness and disappearance of the tumor in two 
months. A second course of treatment was then 
given. In a few cases, however, Bloodgood has ob- 
tained a permanent cure of recurrent adamantine 
carcinoma by operation alone. He hopes to present 
further evidence of the value of irradiation as the 
first treatment for recurrence of any type of tumor 
before further operative treatment is attempted. 

Bloodgood attempts irradiation first also in cer- 
tain cases of operable tumors in which complete re- 
moval of the neoplasm will cause unusual mutila- 
tion, such as cancer of the lower end of the rectum 
involving the sphincter. He cites a case treated by 
repeated local irradiation in which the rectum was 
normal two months after the first treatment. 

In the treatment of cancer of the uterine cervix 
irradiation was first tried in inoperable cases. Later 
it was attempted in apparently operable cases. 
Today, the majority of authorities agree that irradia- 
tion with radium and the deep X-rays is the treat- 
ment of choice for all types of cancer of the cervix. 


The author emphasizes the value of pre-operative 
and prebiopsy irradiation in all cases of bone tumor, 
including tumors of the jaw. 

With regard to cancer en cuirasse of the breast, he 
states that patients with an inoperable tumor of this 
type are more comfortable if left alone than if sub- 
jected to operation followed by irradiation. In a 
case ‘of extensive cancer en cuirasse which he treated 
by irradiation marked improvement in the local con- 
dition was found three and a half years later. In an 
operable case which was treated by irradiation the 
cedema and palpable axillary nodes disappeared. 
Several weeks later pain in the cervical and thoracic 
vertebra led to X-ray examination which revealed 
metastases. This discomfort was entirely relieved by 
irradiation. The author believes that in both of 
these cases the patient was rendered much more 
comfortable by irradiation than she would have been 
by a complete operation with postoperative irradia- 
tion. 

When an exploratory excision of the breast shows 
cancer belonging to Group 4, cauterization should 
be done, the wound closed with drainage, and the 
whole area then subjected at once to deep X-ray 
therapy, irradiation with the 4-gm. pack, or some 
type of interstitial irradiation. It is safer not to per- 
form the complete operation in cancer en cuirasse. 

It seems to be generally agreed that inoperable 
cancers of the breast should be subjected to irradia- 
tion first. One of the author’s patients who was 
treated by the implantation of radon seeds by the 
method of Keynes and the external application of 
radium emanation followed three months later by 
excision of the breast and the grafting of skin was 
apparently in excellent health two years later. 

Bloodgood believes that, in operable cases of can- 
cer of the breast, the majority of surgeons prefer to 
perform the complete operation without delay or 
within a few days after a short pre-operative irradia- 
tion which, in his opinion, is incomplete. In Blood- 
good’s clinic the majority of clinical cancers of the 
breast which are definitely operable and clinically 
favorable are treated by immediate operation. Those 
clinically unfavorable are irradiated first. 

Clinically doubtful tumors of the breast seem to 
be increasing in frequency. In cases of this type 
Bloodgood performs an exploration and removes 
tissue for frozen section. He states that the major- 
ity of microscopically doubtful tumors exposed by 
surgeons and surgical pathologists of average ability 
will ultimately prove to be benign. There is little or 
no risk in excising such tumors and, after waiting for 
the wound to heal, subjecting the breast to irradia- 
tion. During the period of healing of the wound, sec- 
tions should be submitted to a number of patholo- 
gists. If the pathologists disagree in their diagnosis, 
the chances are that the tumor is benign and nothing 
need be done. If they agree that the tumor is malig- 
nant, the majority of surgeons will prefer to follow 
the pre-operative irradiation by the complete opera- 
tion. There is a difference of opinion as to the 
length of time the operation may be delayed. The 
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author favors completing the first course of irradia- 
tion and delaying the operation for two or three 
weeks to allow the effects of the irradiation to sub- 
side. When the surgeon and the pathologist are of 
the opinion that the tumor is malignant, the major- 
ity of surgeons believe that the complete operation 
should be done at once. Bloodgood is gathering evi- 
dence to show that nothing is lost and something 
may be gained by simple removal of the tumor fol- 
lowed by irradiation of the same type and for the 
same length of time as that given for a clinically 
malignant tumor. Radiotherapists disagree regard- 
ing the period of time that should be allowed to 
elapse between excision of the tumor and irradiation. 
The author favors immediate irradiation when the 
sections show definite malignancy. 

In conclusion Bloodgood states that the problem 
of irradiation of inoperable malignant tumors of the 
breast is unsettled. He emphasizes that when a 
breast tumor is clinically benign and at operation is 
found microscopically doubtful, it should be excised 
with a wide margin of healthy tissue, the wound 
should then be closed, and immediate irradiation 
should be given. The irradiation should be con- 
tinued on the supposition that the tumor is malig- 
nant. If ultimately the pathologists agree that it is 
benign, nothing more need be done. If the tumor is 
considered malignant, it is the responsibility of the 
surgeon to choose between further irradiation and 
the complete operation. Bloodgood is inclined to 
the view that ultimately irradiation will be chosen. 

A. James Larkin, M.D. 


Sugiura, K.: Reaction of Transplantable Mouse 
Sarcoma No. 180 to Radiations of Different 
Wave Lengths (200 Kv. Roentgen Rays and 
Gamma Rays). Am. J. Roentgenol., 1934, xxxi, 614. 


The investigation reported in this article was 
planned to determine the relative effectiveness of 
200 kv. roentgen rays and gamma rays as lethal 
agents for transplantable mammalian tumors. 
Mouse sarcoma No. 180 was selected on account of 
its regularity and high percentage of successful takes. 
Subcutaneous inoculations of tumor fragments into 
healthy young adult white mice were done by the 
trocar method and the tumors were generally allowed 
to grow for a period of six weeks. Each series of 
experiments included the inoculation of animals 
with untreated tumor tissue immediately after its 
removal from the tumor-bearing animal. 

Since it was essential to know the relation of the 
tumor tissue to physical and chemical environments 
which might have a bearing on the investigation, 
various preliminary experiments, which are de- 
scribed in detail, were carried out to determine the 
effect of multiple implantation and of desiccation 
upon the growth of mouse sarcoma No. 180 and the 
influence of hydrogen-ion concentration on the via- 
bility of the tumor. 

As a preliminary to the study of the action of the 
roentgen rays, the extent of the injurious action of 
unfiltered rays on the proliferating capacity of sar- 
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coma cells in vitro was determined. The findings are 
presented in tabular form, as are those of similar ex- 
periments with filtered irradiation. The technique 
used is described at length. The gamma rays used 
for the comparative study were obtained from 4 gm. 
of radium element and were highly filtered. The re- 
sults obtained with them are also tabulated. The 
two sets of experiments were as nearly identical as 
possible, and whenever possible the tumor material 
used in both was taken from the same animal. The 
influence of the time factor in irradiation was also 
studied. 

The results of the comparative study are sum- 
marized as follows: 

1. The viability of the mouse sarcoma was com- 
pletely destroyed by exposure for ten minutes to un- 
filtered roentgen rays, a dose of about 2,400 r. 

2. The viability of the mouse sarcoma was totally 
inhibited by exposure for sixty-three minutes to the 
filtered roentgen rays, a dose of about 2,800 r. 

3. The viability of the mouse sarcoma was com- 
pletely destroyed by exposure for seven hours to the 
gamma rays. 

4. In all three instances, about three-fourths of 
the tumors which survived the roentgen and gamma 
irradiations grew at a rate much below the normal 
rate when the tumor fragments received a dose 
greater than about 60 per cent of the full lethal dose. 
In some cases the retardation of tumor growth con- 
tinued for several weeks and subsequently the tumor 
underwent complete regression. In others, the re- 
tardation lasted for only from two to three weeks 
and thereafter growth was normal. 

5. The Bunsen-Roscoe law is applicable within 
the limits investigated for the roentgen irradiations 
of the tumor tissues. Apotpu Hartune, M.D. 


McGregor, L.: Reactions to Radiation in Lymph 
Nodes Containing Carcinoma Metastases of 
the Squamous-Cell Type. Acia radiol., 1934, xv, 
129. 

The histological changes found in forty-one ir- 
radiated cancerous lymph nodes were found also in 
some of the non-irradiated cancerous nodes exam- 
ined, but in the latter were less marked. 

Although two-thirds of the irradiated nodes 
showed degenerative and proliferative lesions in the 
small arteries, these changes did not seem to precede 
and did not parallel the extent of the cancer necrosis 
or the amount of irradiation and cannot be con- 
sidered as more than contributory to the death of the 
cancer. 

The cancer was apparently destroyed in eleven 
of the irradiated nodes. 

At the time of the resection of these nodes the 
lymphatic tissue seemed to be uninjured by the 
roentgen and radium treatment and it was quite 
impossible to determine histologically whether the 
non-cancerous nodes had been irradiated. 

No histological differences were observed in the 
reaction of the blood vessels, cancer cells, or lym- 
phatic tissue to roentgen or radium treatment. 
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Leucutia, T., and Corrigan, K. E.: The Problems of 
Protection and Their Solution in Short Wave 
Roentgen Therapy. Radiology, 1934, xxii, 350. 

New problems of protection have arisen with the 
advent of shorter wave length therapy. The au- 
thors, using roentgen-ray apparatus capable of oper- 
ating at 700 kv. constant, have made an experi- 
mental study of protective measures against irradia- 
tion emitted from such powerful equipment. 

Since the American and international recom- 
mendations do not adequately cover the problem 
of protection when a kilovoltage above 600 is used, 
it is proposed that the solution of these problems 
be incorporated in the already existing recommenda- 
tions. The protective measures suggested by the 
authors include protection from direct, scattered, 
and stray rays, general protection, and electrical 
protection. The problem of direct roentgen-ray 
protection resolves itself into one of tube design 
and treatment-cell construction with built-in ray 
emission ends of the roentgen tube. It appears 
safest to house the entire equipment in a separate 
building so constructed that the control room, 
thoroughly ventilated, is removed from the roentgen 
tube as far as possible. The working hours of the 
personnel should be adequately regulated. 


The authors conclude that under present techni- 
cal conditions the installation of very high-voltage 
roentgen-ray equipment will probably remain lim- 
ited to large institutions. E. E. Bartu, M.D. 


MISCELLANEOUS 


Overgaard, K.: The Treatment of Malignant Tu- 
mors with Heat (Ueber Waermtherapie boesartiger 
Tumoren). Acta radiol., 1934, xv, 89. 


The investigations reported indicate that it is pos- 
sible to obtain complete healing of a Wood sarcoma 
inoculated into mice by treatment with a relatively 
small amount of heat. The fact that the tumor 
was considerably more injured than the neighboring 
normal tissue demonstrated that this treatment has 
a selective action upon, and is lethal for, tumor 
tissue. 

In contrast to normal tissue, tumor tissue treated 
by diathermy shows a characteristic reaction in-the 
form of hyperemia and destruction of tumor cells. 

The findings of previous investigations in this field 
were on the whole confirmed. It appears possible 
to obtain complete cure of a tumor by the use of 
considerably less heat than has been employed here- 
tofore. 
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MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Beni, V.: A Contribution to Our Knowledge of 
“Congenital Cutaneous Lacunez’’ (Contributo 
alla conoscenza della “lacune cutanee congenite). 
Arch. di ostet. e ginec., 1934, xli, 310. 


Newborn infants occasionally show tissue defects 
n various parts of the body, especially the head and 
yarticularly the vertex, which could not have been 
produced by an accident during delivery. These 
lefects vary from !% to 3 cm. or more in diameter. 
\s a rule they are circular. They usually involve 
mly the skin, but in some cases extend to the bone. 
(heir surface varies in appearance. It may resemble 
. thin brownish membrane or suggest granulation 
issue. None of the theories as to their causation and 
yathogenesis is applicable to all cases. 

Beni reports a case recently observed in the 
)bstetrical Clinic of Pisa. The infant was born 
ifter a normal labor and except for the lesion de- 
cribed was normal in every way. The lesion was 
in oval defect in the scalp about 1 cm. in diameter 
vhich was surrounded by a hairless zone and ex- 
ended to the periosteum of the skull. It showed no 
-vidence of a traumatic origin and did not seem to 
be inflammatory. The Wassermann reaction was 
negative. The lesion healed in four weeks without 
special attention or treatment. Beni reviews briefly 
the various possibilities which might have produced 
it. He is inclined to attribute it to the action of 
imniotic adhesions on a tissue slightly depleted by 
vasomotor changes in the capillary system. 

EvuGEneE T. Leppy, M.D. 


Willard, DeF. P., and Nicholson, J. T.: The 
Klippel-Feil Syndrome. Ann. Surg., 1934, 
xcix, 561. 


The Klippel-Feil syndrome was first described by 
Klippel and Feil in 1912. It is characterized by: 
(1) limitation of the movement of the head, (2) a low 
margin of head hair, and (3) absence of the neck. 

In 1919, Feil expressed the belief that a high spina 
bifida is the original lesion, and that pressure and 
trauma later in fetal life are responsible for the 
fusion and malformation. He recognized three types: 
(1) complete absence of a cervical spine; (2) partial 
numerical reduction of the cervical vertebre; and 
(3) associated partial reduction throughout the 
spine. 

The authors report two cases, both of which be- 
longed in the second group of Feil’s classification. 
In the first case there was a numerical reduction of 
the vertebra due to fusion. 

In none of the sixty cases reported in the litera- 
ture was there a history of familial malformation. 


The syndrome has occurred with about equal fre- 
quency in both sexes. 

The malformation is apparently determined before 
the third month of fetal life. The posterior spina 
bifida is caused by later fusion of the posterior chon- 
drification centers for the vertebral bodies or by lack 
of fusion of the chondrification centers for the 
lamine. Because of faults in the chondrification 
centers of the lamin fusion of adjacent spinous 
processes occurs. The apparent or actual reduction 
of the cervical vertebre is brought about by faulty 
or complete fusion of the body chondrification cen- 
ters in the formation of the continuous mass of peri- 
cartilage with the occiput. An extension of this 
abnormal fusion probably accounts for the changes 
which may appear in the upper thoracic region. 

Additional variations occurring in the reported 
cases of Klippel-Feil syndrome included: (1) fusion 
of atlas to the occiput; (2) fusion of the first three 
vertebral bodies with fusion of the spines of the 
third, fourth, and fifth cervical vertebre, (3) fusion 
of the first and second cervical vertebra with an in- 
tact third vertebra and fusion of the fourth, fifth, 
and sixth cervical vertebra, (4) fusion of the third, 
fourth, fifth, and sixth cervical bodies and of the 
sixth and seventh cervical and the first and second 
thoracic spinous processes, (5) reduction of the cer- 
vical vertebre to four, (6) fusion of all cervical verte- 
bre in one mass with four cervical ribs and reduction 
of the thoracic vertebre to eight, (7) a posterior 
spina bifida occulta which in some cases extended 
from the occiput to the thorax, (8) fusion of the six 
upper thoracic vertebra, (9) fusion of first and sec- 
ond right ribs and of two ribs arising from the fourth 
left thoracic vertebra, (10) fusion of the fifth lum- 
bar vertebra and the sacrum, (11) dorsal spina 
bifida occulta and sacra rachichisis, and (12) oblique 
bodies of cervical thoracic vertebra with a hemi- 
vertebra and unfused laminz. 

The physical characteristics are apparent absence 
or shortness of neck, a low hair line on the back of 
the neck, a nuchal depression, flaring trapezii, a high 
position of the shoulders, prominence of the occiput, 
a dorsal kyphos, high scapule, proximity of the chin 
to the sternum, a low nipple line, limitation of head 
movement, and absence of pain. 

Associated variations include torticollis, asym- 
metry of the face, scoliosis, Sprengle’s deformity, 
absence of the external auditory meatus, abnor- 
malities of the upper extremities, atrophy of the left 
forearm and hand, club hand, mental debility, and 
bimanual synkinesia or mirror movements. 

The condition may readily be mistaken for tuber- 
culosis of the cervical spine. The differential diag- 
nosis depends upon: (1) absence of rigidity; (2) mo- 
tion without pain; and (3) positive roentgen findings 
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Heidecker has reported improvement in mobility 
after gymnastic exercise. Ryerson noted improve- 
ment in the patient’s appearance in one case after 
division of the trapezius. Massage and stretching 
should be given a thorough trial early in the growth 
period, and the associated deformities of torticollis, 
scoliosis, and clubhand should be corrected. 

In all cases coming to autopsy death was due toin- 
fection. About fifteen cases of the condition in adults 
have been reported. The oldest patient was seventy 
years of age. NorMan C. Buttock, M.D. 


Sachs, G.: Dermoid Fistulz in the Posterior Raphe 
—the Sacrococcygeal Region (Ueber Dermoid- 
fisteln in der hinteren Raphe—Kreuz-Steissbeinge- 
gend). 58 Tag. d. deutsch Ges. f. Chir., Berlin, 1934. 

In contrast to rectal fistulae, dermoid fistula of 
the sacrococcygeal region lie exactly in the midline, 
the line of prolongation of the posterior raphe. 
Although dermoid fistula are rare, folds, whorls of 
hair, and projections are found with a certain degree 
of regularity in the sacrococcygeal region in embryos 
up to the fourth month and sometimes also in new- 
born infants and adults. Fistulous tracts with a 
covering of hair and cysts formed by the secondary 
closure of a fistula originally opening on the surface 
(Corning) also occur here. Accordingly, all of these 
structures occur in a region of the body where 
embryologically regressive processes have taken 
place during the germinal period. As such regions, 
in which there are body-component cell strands in a 
state of embryological regression, show a tendency 
to develop pathological newgrowths (Unger- 
Brugsch), it seems logical to assume that, also in 
raphe fistulae, the cause is not the implantation of a 
secondary germ (Borst), but faulty regressive 
phenomena in this region of invaginations and cleft 
formations. 

Here, in the posterior portion of the germinal 
layer, is the site of closure of the posterior neuro- 
pore. Here also occurs the transformation of the 
posterior rectum into a solid and usually completely 
disappearing cell strand, and the caudal filament, 
the last remnant of the original caudal anlage, makes 
its way to the skin after the lowest portion of the 
spinal cord has completed its embryological growth 
(Fischel). Moreover, in embryos 20 mm. long from 
the coccyx to the vertex of the skull in which 
the ventriculus terminalis is sharply definable, the 
epidermis undergoes tearing at this point and the 
posterior secondary neuropore is formed. The re- 
sulting wound then becomes epithelized from the 
margins and in this process intermediate structures 
may be formed. When the processes leading to 
closure fail to occur, raphe fistule are formed 
(Schuhmacher-Ikada). In addition to this faulty 


regressive process, poor differentiation plays a role. 
As the differentiation of originally similar contiguous 
parts of the body is poorer in the female than in the 
male, the formation of raphe fistulae in the sacro- 
coccygeal region is more common in the female than 
in the male (Jordan). 
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The author had the opportunity to confirm his 
theories by operation and tissue study in the cases of 
two eighteen-year-old sisters who, since childhood, 
had had, exactly in the same area over the coccyx, 
a swelling which led to the formation of a fistula 
after the same length of time. A direct communica- 
tion between the fistulous tract, which was from 6 
to 8 cm. long, and the coccyx was no longer demon- 
strable roentgenologically. The cystic structure, 
which was of the size of a cherry, was removed by 
extirpation. The tissue rests which had been turned 
into the inner cavity contained remnants of seba- 
ceous glands, hair follicles, sweat-gland anlages, and 
layers of flat surface cells. The contents of the 
cavity consisted of hair mixed with sebum. Healing 
occurred in both cases. (Z). 


Forman, L., and Whitwell, G. P. B.: Preliminary 
Observations on Erythema Nodosum. Guy’s 
Hosp. Rep., Lond., 1934, Ixxxiv, 213. 


This article is based on fifty cases of erythema 
nodosum. The authors conclude that the condition 
is a reaction of bacterial allergy. They cite the 
following facts as suggesting that the tubercle 
bacillus is responsible: 

1. Contact with open tuberculosis before the ap- 
pearance of the nodes can sometimes be proved. 

2. The appearance of the nodes is often preceded 
and followed by prolonged ill health. 

3. Inacertain number of cases frank tuberculosis 
develops subsequently. 

4. Tuberculin tests are usually positive. 

In the authors’ opinion the theory that acute 
rheumatism or a streptococcal infection may cause 
the condition has not been proved. Pathological 
and bacteriological investigations of the nodes are 
likely to prove futile because the number of bacilli 
is small and bacteriolysis occurs quickly. 

The treatment of erythema nodosum should con- 
sist of prolonged rest until the nodes disappear, 
followed by further treatment with fresh air, sun- 
light, and more rest. In every case a search should 
be made for the probable tuberculous focus and for 
the probable social source of infection. 

Jacos M. Mora, M.D. 


Curtis, M. R., Dunning, W. F., and Bullock, F. D.: 
Further Evidence in Support of the Somatic 
Mutation Hypothesis of the Origin of Malig- 
nancy. Am. J. Cancer, 1934, xxi, 86. 


The authors infested a large colony of pedigreed 
rats with cysticercus fasciolaris, the larval form of 
tenia taniaformis (crassicollis), the common tape- 
worm of the cat, and studied the relation of the 
tumor to the host and to the parasite over a period 
of twelve years. 

The number of independent cysticercus tumors 
per host was related directly to the number of para- 
sitic cysts. In the hosts with 1, 2, and 3 probably 
independent tumors the number of cysts per host 
usually ranged respectively from 1 to 6, from 6 to 11, 
and from 16 to 21. An increase in the number o! 
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cysts per host was therefore accompanied by an 
increase in the number of multiple primary cys- 
ticercus tumors. 

Both the cysticercus cysts and the cysticercus 
tumors were distributed to the several lobes of the 
liver in a proportion approximately equal to the 
relative weight of the lobes. This indicates a chance 
listribution of both the cysts and the tumors. 

Rats which were infested with tenia larve and 
also inoculated subcutaneously with cysticercus sar- 
coma from another host sometimes developed both 
a transplanted and a primary cysticercus tumor, 
sometimes neither, and sometimes one without the 
other. 

Indirect evidence indicates that the interval from 
the time the tumor could be recognized until it 
sroved fatal to the host averaged about twenty-four 
lays. 

As the larve from malignant cysts were not sig- 
iificantly longer than those from benign cysts of the 
same age, it is evident that the size of the enclosed 
arva was not a factor determining which cysts 
became malignant. 

Of 4,321 cysticercus cysts, 79.3 per cent were 
sarcomata of the large-cell type which probably 
arose from the cells forming the inner zone of the 
cyst wall, 20.6 per cent were sarcomata composed of 
smaller cells which possibly arose from the outer 
one of the cyst wall, 6 were adenomata, and 1 was 
a carcinosarcoma which must have arisen from the 
snared-off bile-duct and liver epithelium embedded 
in the wall of the cyst. The types of cysticercus 
tumors observed therefore represented the types of 
cells found in the cyst wall, and each was represented 
by a number consistent with the theory that the 
change of a normal cell to a tumor cell results from 
the chance action of an irritant. 

JosepH K. Narat, M.D. 


Sturgis, S. H., and Lund, C. C.: 
Buccalis and Keratosis Labialis. 
J. Med., 1934, ccx, 996. 


Leucoplakia buccalis has been attributed to syph- 
ilis, the use of tobacco, an electrical current between 
dissimilar metal dental fillings, food allergy, hyper- 
acidity of the saliva, rough teeth, chronic dental 
infection, low grade sepsis, mercury sulphide and 
sulphur indentures, and deficiency of Vitamin A. 
Some additional factor, a constitutional factor per- 
haps, is necessary for the development of malig- 
nancy. The authors report a study of 520 cases of 
leucoplakia and keratosis of the lips and mouth 
which were seen at the Collis P. Huntington Me- 
morial Hospital, Boston. 

They conclude that in cases of leucoplakia or 
keratosis of the mouth or lip buccal cancer occurs 
at least 12 times more frequently than can be ex- 
plained by chance alone. They have found leuco- 
plakia and keratoses to be diseases of late middle 
life as in 30 per cent of the cases reviewed they oc- 
curred between the fifty-fifth and sixty-fifth years 
of age. Ninety-one per cent of the patients were 


Leucoplakia 
New England 


males and 94 per cent used tobacco. In the cases 
of leucoplakia 1 of every 3 patients smoked a pipe. 
In the cases of keratoses this ratio was reversed. 
In at least 60 per cent of the cases there was poor 
dental hygiene. No investigation was carried out 
with regard to the occurrence of a galvanic current 
between metallic fillings. Syphilis was found in from 
17 to 27 per cent of the cases of leucoplakia. 

The treatment includes the interdiction of the use 
of tobacco, care of the teeth and dentures, general 
oral hygiene, antiluetic therapy, and the oral ad- 
ministration of Vitamin A. Small discrete leuco- 
plakias and keratoses are treated by radium or X- 
ray irradiation, but irradiation is no longer used for 
extensive leucoplakias. If the lesion persists after 
removal of all irritating factors, the patient should 
be kept under constant supervision and any areas 
showing suspicious evidence of cancer should be 
subjected to prompt electrosurgical excision. 

Witt1aM C. Beck, M.D. 


Bischoff, F., Maxwell, L. C., and Ullmann, H. J.: 
Hormones in Cancer. VIII. The Influence of 
the Hypophysis. Am. J. Cancer, 1934, xxi, 320. 

This article is a summation of findings leading to 
the conclusion that the hypophysis may be con- 
cerned in neoplastic extension. In studying the 
possible réle of the hypophysis in the extension of 
neoplasms two methods are feasible: a study may 
be made of the effect on the tumor growth of: (1) the 
administration of the active glandular principles, or 
(2) removal of the gland or of the fraction of the 
gland elaborating the active principle. 

The authors resorted to roentgen irradiation of the 
region of the hypophysis in an attempt to inhibit the 
normal function of the gland and studied the effect 
of dosage of all of the established active principles 
of the gland. They found that sublethal doses of 
irradiation of the hypophysis, which brings about a 
temporary cessation of body growth, significantly 
retarded the growth rate of a rat sarcoma, a rat 
carcinoma, and a spontaneous mammary mouse 
carcinoma if the tumor appeared at the period of 
maximum retardation of the increase of body 
weight. In the case of the rat carcinoma these 
effects were abolished by simultaneous dosage of 
hypophyseal extracts with standardized growth- 
promoting powers. Cessation of increase in body 
weight produced by various poisons which was 
equivalent to that following irradiation of the 
hypophysis failed to retard tumor growth signifi- 
cantly. In the cases of older rats, dosage with stand- 
ardized growth-promoting preparations of the hy- 
pophysis markedly accelerated the rate of growth of 
the rat carcinoma. In younger animals and in the 
cases of mouse sarcoma and rat sarcoma the effect 
was less significant. Dosage of urine of pregnancy 
augmented the effect of irradiation of the hypophysis 
upon the rate of growth of the mouse sarcoma. In 
the cases of rat carcinoma and rat sarcoma the effect 
was less significant. Attempts to abolish the func- 
tion of the anterior lobe of the hypophysis of rats 
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and mice permanently by thorough irradiation of 
the gland were unsuccessful. 

The question of greatest importance arising from 
these studies is whether the so-called growth hor- 
mone of the hypophysis alone functions in neoplastic 
extension through acceleration of growth or whether 
there is another quite distinct hypophyseal mecha- 
nism functioning through retardation of growth. 
From the evidence at hand it is impossible to decide 
whether the substance of the urine of pregnancy 
functions in the absence of the hypophysis. To 
answer this question it will be necessary to find out 
whether hypophysectomy in the mouse produces the 
profound effect demonstrated by dosage with prepa- 
rations of the urine of pregnancy, and whether 
proper administration of these preparations to rats 
will produce greater effects than hypophysectomy 
or irradiation of the hypophysis. 

Josera K. Narat, M.D. 


Aron, M.: The Presence of a Specific Principle in 
the Urine of Persons Suffering from Cancer 
(Présence d’un principe spécifique dans urine des 
individus atteints de cancer). Presse méd., Par., 
1934, xlii, 833. 

The author believes that he has demonstrated a 
specific principle in the urine of persons suffering 
from cancer. The method he uses for its demonstra- 
tion is as follows: 

A given volume of fresh urine is mixed with three 
times its volume of 95 per cent alcohol. The mix- 
ture is then shaken until a precipitate forms. The 
clear liquid is poured off and the rest is centrifugal- 
ized. The precipitate is dried, and from 5 to 1o 
c.cm. of physiological salt solution are added to the 
amount contained in roo c.cm. of urine. The sus- 
pension is shaken vigorously for a long time and 
then filtered. To the filtrate, which contains the 
active principle, a few drops of 3 per cent tricresol 
are added as a preservative. The filtrate is injected 
subcutaneously into rabbits weighing from 1,500 
to 2,000 gm. 

If the subject studied is suffering from cancer the 
injection causes disappearance of the lipid inclu- 
sions in the spongiocytes of the fasciculated layer 
of the suprarenal cortex. The reaction is very 
constant. It was not so constant at first when only 
200 c.cm. of urine were employed, but since the use 
of from three to five times that amount it has been 
negative in only two of sixty cases, and in one of 
these only 450 c.cm. of urine were used. It has 
been doubtful in only three cases. It has been 
negative in tests of the urine of normal persons, 
pregnant women, and persons with diseases other 
than cancer, including syphilis, tuberculosis, kidney 
diseases, typhoid, scarlatina, acute articular rheuma- 
tism, and septicemia. 

In Aron’s opinion the substance is a specific 
antibody which produces antibodies in the body of 
the rabbit. This is suggested by the fact that when 
the blood serum of rabbits treated with cancer 
urine was injected into normal rabbits and the lat- 


ter were then given injections of cancer urine the 
suprarenal cortex was not affected although the 
same urine injected into control animals not given 
the preliminary injection produced the usual re- 
action. 

The author believes that the principle is derived 
from the degeneration or metabolism of the cancer 
cells or from some parasite or micro-organism. 

Aubrey Goss Morcan, M.D. 


Il¢enko, P.: Diagnostic Errors in Sarcomata of the 
Limbs and Trunk (Diagnostischer Irrtuemer bei 
Sarkomen der Gliedmassen und des Rumpfes). 
Sovet. Chir., 1933, iv, 630. 

"In the treatment of bone sarcoma a good result 

can be obtained only if the diagnosis is made early. 

However, as the clinical picture is obscure, an early 

diagnosis is not easy. The various symptoms of bone 

sarcoma—pain, tumor, spontaneous fractures—may 
occur in association with other processes such as 
specific granuloma and osteitis fibrosa. Moreover, 
even roentgen examination and biopsy do not always 
prevent diagnostic error. The latter is usually to 
be avoided as it hastens the growth of the sarcoma, 

a fact demonstrated both clinically and exper- 

imentally. Chemical and serological reactions have 

not as yet proved of much diagnostic aid. 

In the Moscow Institute for the Treatment of 
Tumors, 187 cases of sarcoma of the limbs and trunk 
were seen in the period from 1921 to 1931. A 
diagnostic error was proved in 71 (38 per cent). 
In 70 of the latter the incorrect diagnosis was made 
in another institution. In 27 (38 per cent) of the 
71 cases there was a history of trauma. Most of the 
patients were between twenty and thirty years of 
age. The chief symptom was pain. In 4 cases the 
earliest symptom was a rise in the temperature to 
38 degrees C. The incidence of incorrect diagnosis 
was highest in cases of sarcoma of the thigh and of 
the leg (20 and 18 per cent respectively). This is 
explained by the frequency of trauma and sarcoma 
of the leg. 

In the 71 cases ted 113 diagnostic errors were 
made as one and the same case was studied in 
different institutions. In 14 cases a diagnosis of 
sarcoma was made when the tumor was not a 
sarcoma, and in 53 the condition was believed to be 
an inflammation or some other benign process when 
it was found at the Institute to be a sarcoma. 

Of the 53 patients who were subjected to opera- 
tion, 5 died and 48 were discharged in good con- 
dition. 

In the differential diagnosis between sarcoma and 
sciatica it must be borne in mind that in the latter 
condition the attacks of pain are acute and cease 
under treatment by rest and the application of heat, 
whereas in sarcoma they gradually increase and 
are not relieved by conservative treatment. The 
diagnosis between sarcoma and tuberculosis may be 
very difficult as many of the symptoms are common 
to both conditions. Sometimes localization (the 
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cases of tuberculosis) is of aid. Muscle atrophy, 
sequestrum formation, relief of the pain by rest, and 
the formation of fistula are characteristic of tuber- 
culosis, whereas spontaneous fracture is suggestive 
of sarcoma. Chronic osteomyelitis may simulate 
sarcoma, especially when it is of the sclerosing form 
(Simon). In the prevention of diagnostic errors 
the roentgenogram is of aid. A layer-like thickening 
of the periosteum, regeneration of bone, and 
sequestrum formation are found only in osteomy- 
elitis and not in sarcoma. Luetic processes must 
also be taken into consideration. In some cases the 
roentgenogram may be obscure. In lues the localiza- 
tion in the diaphysis and the eburnation of the bone 
are typical. Sequestrum formation, nocturnal pain, 
and the absence of clinical symptoms at the be- 
ginning of the disease suggest lues. Biopsy and the 
Wassermann reaction are not always of aid in the 
diagnosis. In some cases bone cysts, echinococcosis, 
Brodie’s abscess, and subperiosteal hematomata 
may suggest sarcoma. These conditions as well 
as other pathological processes can be correctly 
diagnosed only when all diagnostic procedures are 
employed. However, these measures alone are not 
sufficient. To prevent diagnostic errors a critical 
evaluation of the procedures is essential and physi- 
cians must know the limits of applicability of every 
method in order to avoid expecting too much from 
biopsy or the roentgenogram. SILBERBERG (Z). 


Krehbiel, O. F., Haagensen, C. D., and Plantenga, 
H.: The Effect of the Anterior Pituitary 
Hormones on the Growth of Mouse Sarcoma. 
Am. J. Cancer, 1934, xxi, 346. 


It has been suggested by H. Zondek, B. Zondek, 
and Hartoch that the component of the hormone of 
the anterior lobe of the pituitary gland which causes 
ovarian-follicle ripening, Prolan A, may act to hinder 
tissue growth in general and particularly the growth 
of tumors. To test this hypothesis the authors car- 
ried out a series of experiments in which hormone of 
the anterior lobe of the pituitary gland containing a 
mixture of both the follicle-ripening component, 
Prolan A, and the luteinizing component, Prolan B, 
was administered to mice inoculated with trans- 
plantable carcinoma. Frequent and exceedingly 
large doses of the hormone were given. From the 
results the authors concluded that transplanted 
mouse carcinoma may be inhibited by injections of 
prolan. In twenty-four animals treated by Wiesner 
and Haddow no inhibitory effect such as that re- 
ported by Zondek was observed. 

Because of this conflicting evidence it seemed ad- 
visable to repeat the experiment. Of sixty mice with 
sarcoma, only fifteen survived the period of observa- 
tion. Of the latter, seven had tumors which were 
only slightly smaller than the tumors in the controls 
while the remaining eight had tumors as large as, or 
larger than, those of the controls. As the condition 
of all of the treated animals was affected unfavor- 
ably by the injections, it would be expected that the 
tumors of these animals would be smaller than those 
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of the untreated controls. The experiments failed 
to show the specific and marked inhibitive action of 
the hormone of the anterior lobe of the pituitary 
gland on tumor growth claimed by Zondek and his 
collaborators. 

The authors emphasize that the impossibility of 
demonstrating an inhibitive action of the hormone 
on tumor growth despite the use of doses which were 
enormous as compared with the amount of the hor- 
mone normally excreted by the adult human being 
should discourage attempts to use the hormone in 
treating human cancer. JosepH K. Narat, M.D. 


DeMonbreun, W. A., and Goodpasture, E. W.: An 
Experimental Investigation Concerning the 
Nature of Contagious Lymphosarcoma of Dogs. 
Am. J. Cancer, 1934, Xxi, 295. 


The authors review the literature and report 
experiments regarding the transmission of contagious 
lymphosarcoma in dogs. 

They state that the tumor-inducing agent is 
destroyed by drying, freezing, glycerinization, and 
mechanical means. No evidence was obtained that 
a virus or any other infectious agent separable from 
the cells is concerned in the causation of the disease. 

Contagious lymphosarcoma is apparently a true 
neoplasm and is transferable by the inoculation of 
living tumor cells to ulcerated surfaces. The origin 
of the tumor cells has not been determined definitely, 
but the cells are probably derived from the lympho- 
cytic series. 

The presence of neutral fat droplets in the tumor 
cells is recorded as a cytological characteristic. 

Multiple tumors can be induced by the intrave- 
nous injection of tumor cells in suspension. Growth 
of the tumor is associated with a variable immunity 
to re-inoculation, and metastases seem to be related 
to periods of low resistance or absence of resistance 
which may occur during stages of massive and active 
tumor growth. A substantial immunity may be 
broken down by the injection of large numbers of 
tumor cells. 

Serum obtained from rabbits immunized with 
emulsions of tumor tissue is capable of destroying 
the tumor cells iz vitro and prevents the appearance 
of a tumor following inoculation of the treated cells. 
Serum obtained from rabbits immunized with nor- 
mal dog serum affects tumor cells in vitro only slight- 
ly and fails to prevent their growth when injected 
subcutaneously into dogs. 

The action on tumor cells of the heterophilic 
antibodies contained in such antisera is negligible. 

In conclusion the authors state that further 
studies are required to demonstrate definitely the 
presence of specific tumor-cell antibodies in the 
serum of animals immunized with emulsions of this 
tumor. SAMUEL Kann, M.D. 


Holt, R. L., and Macdonald, A. D.: Observations 
on Experimental Shock. Brit. \/.J., 1934, i, 1070. 


The authors review and accept the evidence 
against the traumatic toxemia theory of secondary 








shock. They state that in repeating the work of 
Smith and of Blalock with slight differences in 
technique they were unable to demonstrate the 
presence of a depressor substance in the blood from 
a traumatized area. In none of their experiments 
was the blood pressure reduced to a shock level 
unless there had been a loss of plasma and blood 
into the injured tissue sufficient in itself to account 
for the effects observed. This is in accord with the 
findings of recent American experimental work. 
Jacos M. Mora, M.D. 


DUCTLESS GLANDS 


Lhermitte, J., and Pagniez, P.: The Pseudo- 
Hypophyseal Infundibulotuberian Syndrome 
(Syndrome infundibulo-tubérien pseudo-hypophys- 
aire). Presse méd., Par., 1934, xlii, 649. 

The authors report the case of a woman forty-two 
years of age who came to the hospital because of 
diabetic symptoms—polyuria, polydipsia, glyco- 
suria, hyperglycemia, obesity, dysmenorrhoea, and 
irregular menstruation. She stated that during in- 
fancy she had suffered from poliomyelitis and from 
encephalitis of undeterminable origin. The authors 
believe that the encephalitis was due to the polio- 
myelitis virus. At the age of forty years the patient 
developed facial paralysis with crossed hemiplegia. 

On the basis of the history and the roentgeno- 
graphic demonstration of enlargement of the sella, 
a hypophyseal syndrome was considered. 

The patient died of acute apoplexy. At autopsy 
the hypophysis and sella were found absolutely nor- 
mal, but the hypothalmic centers appeared on gross 
examination to be markedly altered by an infectious 
and degenerative process. The findings of autopsy 
and of histological examination of the brain, espe- 
cially of the infundibulum and mesencephalon, are 
described in detail. 

The authors contend that this syndrome should 
be termed the “hypothalamic syndrome” or ‘“‘in- 
fundibulotuberian syndrome” rather than the “hy- 
pophyseal syndrome.” They state that the hypo- 
thalamus is considered to be a regulator of fat, 
carbohydrate, and water metabolism. 

. A. F. Lasu, M.D. 


Eitel, H., and Loeser, A.: The Anterior Lobe of the 
Pituitary Gland, the Thyroid Gland, and the 
Carbohydrate Metabolism of the Liver. Jnternat. 
Clin., 1934, li, 66. 

There is considerable evidence, both experimental 
and clinical, supporting the contention that the 
symptoms which follow the injection of substance 
of the anterior lobe of the pituitary gland are very 
similar to those characteristic of hyperthyroidism. 
Such an injection is followed by an elevation of the 
basal metabolic rate, exophthalmos, a reduction in 
the amount of iodine in the thyroid gland, a con- 
comitant increase in the iodine in the blood, and a 
change in the histological picture of the thyroid 
gland. It has been shown that the liver is responsible 
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for removal of the toxic elements of the thyroid 
hormone. However, the liver may be damaged by 
the thyroid hormone. This is evident from the fact 
that in thyrotoxicosis there is a glycogen-, fat-, 
creatin-, and creatinine depletion of the liver. The 
greater the impairment of function, the more intense 
are the symptoms of hyperthyroidism. 

In order to determine whether an injection of 
substance of the anterior lobe of the pituitary gland 
produces an effect analogous to that of hyper- 
thyroidism, the authors attempted to prove: (1) that 
an injection of this substance causes a decrease in 
the glycogen content of the liver similar to the de- 
crease produced by thyroxin and thyroid gland sub- 
stance, and (2) that the glycogen reduction results 
from the action of the thyroid gland. The experi- 
ments were carried out on guinea pigs. First, the 
normal glycogen content of the liver was determined. 
The average liver glycogen was found to be 2.59 per 
cent, and the average muscle glycogen 0.52 per cent. 
The liver was studied also histologically. The 
authors state that Loeser has been able to isolate 
from the pituitary gland a thyrotropic substance 
which has no effect on the sexual organs. Following 
a single injection of this substance the average liver 
glycogen was 2.67 per cent, and the average muscle 
glycogen 1.1 per cent. Definite changes in the 
thyroid were found. These consisted of a diminution 
in the colloid and an increase in the height of the 
epithelium. They were more marked in the central 
portion than at the periphery of the gland. When 
repeated injections of substance of the anterior lobe 
of the pituitary gland were made, the liver glycogen 
decreased remarkably. In some experiments it de- 
creased to as low as 0.085 per cent after eleven in- 
jections of the thyrotropic substance. The muscle 
glycogen decreased to 0.4 per cent. Characteristi- 
cally, there was a wide variation in the muscle- 
glycogen values in the individual animals. The 
thyroid showed complete disappearance of the col- 
loid, papillary formation, and stratification of the 
epithelium. The changes in the thyroid were the 
same as those found in diffuse toxic goiter. The 
characteristic changes in the liver glycogen were 
noted after five days of injections of substance of the 
anterior lobe of the pituitary gland. 

The investigation showed that the weight of the 
thyroid varied inversely with the glycogen content 
of the liver. After the liver had been depleted of its 
glycogen content by repeated injections of the pitui- 
tary substance, its glycogen quickly returned and, 
concomitantly, the hyperplastic changes in the 
thyroid disappeared following withdrawal of the 
thyrotropic substance. 

In the cases of thyroidectomized animals the in- 
jection of substance of the anterior lobe of the 
pituitary gland produced no change in the liver 
glycogen unless small thyroid rests remained. 

The authors found also that the injection of a 
thyrotropic substance which had been heated in 
physiological salt solution at 1oo degrees for one 
hour in a reflux condenser caused a decrease in liver 
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glycogen and evidence of increased activity of the 
thyroid gland. However, larger quantities were 
necessary to produce these effects. The authors 
believe that most of the activity of the substance 
was destroyed by the heat but that a portion re- 
mained uninjured. ALTON OcusNER, M.D. 


Moore, J. J., and de Lorimier, A. A.: Roentgeno- 
graphic Studies of Parathyroid De-Ossifica- 
tion. Am. J. Roentgenol., 1934, xxxi, 496. 


The authors present a brief review of the literature 
on the skeletal changes accompanying hyperplasia 
of the parathyroid glands and parathyroid tumors 
and describe in detail the roentgenographic changes 
occurring in the bones of rabbits given doses of 
parathyroid extract. 

In addition to X-ray studies, observations were 
made on the calcium and phosphorus balance in the 
experimental animals. Three groups of rabbits were 
studied. Those of Group 1 were used as controls. 
Those of Group 2 were given varying doses of 
ammonium chloride, which produced a more or less 
severe acidosis, and those of Group 3 were given 
sodium bicarbonate in an amount sufficient to cause 
a marked alkalosis. 

The removal of bone salts following the admini- 
stration of parathyroid extract was most marked in 
the animals in which acidosis had been produced 
and least marked in the animals given sodium bicar- 
bonate. On the basis of the X-ray pictures, the 
authors distinguish three stages in the de-ossification 
changes following the administration of parathyroid: 

1. A substitution of trabeculation shelves for 
either the amorphous deposits or for the intersecting 
trabeculations of the medullary metaphyseal region. 

2. A thinning of the cortices, manifested both by 
an increase in the radiolucency and a coarsening of 
the cortical trabeculations, especially in the meta- 
physeal regions. 

3. An even greater resorption, a further thinning 
of the cortices, manifested by: (a) very marked 
radiolucency, (b) depletion of the “‘trabeculation 
framework”’ and perhaps local evidences of cystic 
dissolution, and (c) thinning of the epiphyseal can- 
cellations. Lester R. Dracstept, M.D. 


Lisser, H., Taylor, F. B., and Leet, N. B.: The 
Adrenal Cortical Therapy of Addison’s Disease 
in Clinical Practice. Endocrinology, 1934, xviii, 
333: 


The authors review the results obtained in over 
roo reported cases of Addison’s disease treated 
with adrenal cortex extracts. They then report 3 
cases of their own in which inadequate amounts of 
eschatin were given and the patient succumbed. 
The dosage necessary for beneficial results was from 
50 to roo c.cm. in times of crises and from 2 to 5 
c.cm. daily as a maintenance dose. When a diet 
with a high salt content is given the dosage of cor- 
tical extract may be reduced. The high cost of 
cortical extract makes its use prohibitive in most 
cases. RoBeErt ZOLLINGER, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Lenggenhager, K.: The Mechanism of Air and Fat 
Embolism (Wirkungsweise der Luft- und Fett 
embolie). Schweiz. med. Wehnschr., 1934, i, 146. 


It has been assumed that the cause of death follow- 
ing the introduction of large quantities of air into 
the veins is the accumulation of blood foam in the 
right ventricle. As this foam is compressible, the 
heart is able to contract. However, the internal 
pressure is not great enough to open the pulmonary 
valves. Dilatation of the right ventricle results from 
a new inflow of blood. No more blood is expelled 
from the right ventricle, the left ventricle receives 
too little blood, and a vicious cycle is produced. 

To disprove this hypothesis and explain the 
physical relationships in air and fat embolism the 
author carried out a series of experiments on rabbits 
and larger dogs. Air was injected into the jugular 
veins (from 3 to 5 c.cm. in the experiments on 
rabbits, and from 20 to 40 c.cm. in those on dogs). 
The well-known “ mill-stream murmur’”’ occurred at 
once. The right ventricle dilated, while the pul- 
monary artery remained tensely distended. The 
left ventricle pumped itself empty, the lungs be- 
came pale, and the arterial blood pressure sank to 
zero. In order to demonstrate that the circulatory 
obstruction was in the pulmonary circulation rather 
than in the right ventricle the author performed the 
following experiments: 

1. After the arterial blood pressure had dropped 
to zero, the pulmonary artery was incised. A large 
amount of foam escaped and the right ventricle 
became small again. 

2. Before the dilated pulmonary artery was cut 
it was ligated on the ventricular side. Again, a large 
quantity of foam escaped when it was incised. This 
observation proves that foam can escape from the 
right ventricle. 

3. Instead of being injected into the jugular vein, 
the air was introduced directly into the pulmonary 
artery. When this was done the smacking murmur 
occurred immediately, the right ventricle dilated, 
and the left ventricle again pumped itself empty. 
This proved that the obstruction was in the lungs. 

4. The fatal dose of air was injected into the left 
auricle. A sudden drop in the arterial blood pres- 
sure did not occur. 

5. The pressure in the pulmonary artery became 
doubled during the experiments whereas the pres- 
sure in the greater circulation decreased rapidly. 

6. After the injection of the fatal quantity of air 
into the jugular vein a dye was injected into the 
pulmonary artery. At necropsy the dye was found 
in the right heart, but not in the left. This demon- 
strated insufficiency of the pulmonary valves under 
the influence of the increased pressure in the lesser 
circulation. 

7. The right heart left in situ after the air em- 
bolism beat normally again when the pulmonary 
artery was incised and the right auricle was con- 
stantly perfused with Ringer’s solution or blood. 
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8. Aspiration of air out of the right ventricle by 
puncture was not sufficient to stop the progress of 
the airembolism. Favorable results following punc- 
ture are explained by the use of a quantity of air 
insufficient to cause death. 

9. Small quantities of air in the right ventricle 
usually disappear out of the chamber quickly. 

10. In experiments on animals the condition of 
air embolism can be relieved quickly by perfusing 
Ringer’s solution into the left auricle and aspirating 
it out of the pulmonary artery. 

11. Except in the presence of a patent foramen 
ovale, air was never found in the greater circulation. 

The conclusion drawn from these experiments— 
that the pulmonary circulation is obstructed by 
foam—was expressed previously by Haselhorst and 
Wolf, but has not been generally accepted. Zangger 
attributed the blocking of the pulmonary capillaries 
to the so-called meniscus effect. The author tried 
to explain this by experiments with large and small 
glass capillaries. To such experiments the well- 
known physical laws of surface tensions in capillaries 
apply. In a fine capillary a liquid rises higher the 
narrower the tube. It rises to the level where the 
fluid column and the surface-area pressure balance. 


The surface meniscus exerts a pull in the direction 
of its concavity. This is greater the smaller the 
diameter of the meniscus and is indirectly propor- 
tional to the square of the diameter. The meniscus 
in a capillary exerts a very considerable vis-a-tergo 
with a resulting resistance. When, as in the human 
body, there are differences in the lungs, the anterior 
smaller menisci present a considerable resistance 
to the passage of the air bubble. 

Fat behaves similarly to air. To pass through a 
narrow area in a blood vessel an air bubble requires 
three times as much pressure as a fat drop in a simi- 
lar liquid. The phenomena produced by fat drops 
are similar to those produced by air bubbles except 
that in fat embolism, in contrast to air embolism, 
fat is found throughout the body because drops of 
fat have a surface tension which is two-thirds that 
of blood. 

For the prevention of fat embolism the author 
advises that manipulations on bone be done in a 
bloodless field. Under such conditions fat droplets 
cannot enter the lumina of the veins. The author 
expresses the hope that the meniscus theory, which 
has been clearly proved, will replace the heretofore 
accepted air-heart theory. SCHWEIZER (Z). 
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